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Masy writers in the field of preventive 
medicine have on innumerable occasions justifiably 
emphasized the improvement in the public health, 
proven by the constant reductions of the morbidity 
and mortality rates. 

Not so very many years ago it was not unusual to 
find an annual mortality rate of twenty-five for every 
thousand of our population from all causes of death, 
today our annual death-rate, by and large, is around 
twelve and under for every thousand of our popu- 
lation, a reduction of less than one-half of the preva- 
lent rate about fifty years ago. Estimated in terms 
of the present population of the United States, this 
enormous reduction in our annual mortality is ac- 
countable for about six thousand less deaths for 
every million of our population as compared with 
about the year 1900. A total number of approxi- 
mately seven hundred thousand less deaths are 
taking place annually in this country alone. This 
remarkable improvement is, of course, due to certain 
definite causes and influence. 

In tracing the historic development of public 
health administration and practice in the United 
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States attention should be called to the fact that cer- 
tain public health acts and legislation were concur- 
rent with the early days of our settlers. Among the 
names of those who may be included as exerting an 
influence for the control of diseases are those of 
Samuel Fuller, Cotton Mather, and Paul Revere, 
rugged pioneers and contributors to the formative 
period of American history. Nevertheless it is a fact 
that reasonably adequate public health organization 
and practices are of comparatively recent origin. 

In 1850, Lemuel Shattuck, of Massachusetts, 
drafted a most remarkable report; it urged the need 
for the creation of state and local boards of health. 
It also recommended the establishment of more ade- 
quate facilities for the training of doctors and 
nurses, the teaching of sanitary science in the medical 
schools, the practice of preventive medicine by physi- 
cians, the collection of vital statistics. His plan in- 
cluded a most excellent program for health depart- 
ments very much in keeping with considerable of the 
present accepted practice. Shattuck has been given 
credit in many instances for having stimulated the 
beginning of the public health program in the United 
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States, and in 1869, almost twenty years after the 
release of his report, Massachusetts founded the first 
State Board of Health. 


The formation of the American Public Health As- 
sociation in the early seventies did much to foster 
the public health movement in our country. From 
that period on boards of health and health depart- 
ments were formed in many of the states and cities 
with a constantly increasing acceptance of govern- 
mental obligations to promote the public health. 

Particular mention should be made of the very 
important part played in the furtherance of the 
public health, during the formative and develop- 
mental periods by the so-called voluntary or unoffi- 
cial health agencies. On innumerable occasions they 
served as the laboratories of experiment, research, 
and practice until proven values beyond any ques- 
tion justified the taking over of programs by health 
departments. The generosity and vision of public- 
spirited citizens made possible much of the worth- 
while present program for the conservation of health, 
and out of this crucible of study and experience has 
come the reasonable acceptance of the following 
governmental functions for the prevention of dis- 
ease and the promotion of health: 

1. Environmental sanitation, including the protec- 
tion of the water supplies, the disposal of 
wastes, etc., the protection of the food supplies. 

2. The control of communicable disease. 

3. Efforts for the education of the public in per- 
sonal and community hygiene. 

In addition to the above, many health departments 
have developed and are maintaining preventive clini- 
cal services for the diagnosis and prevention of dis- 
ease. This is particularly true in the field of ma- 
ternal and child health, tuberculosis control, and in 
a number of instances in the field of venereal disease. 

It should be agreed that every effort should be 
made by those responsible for the policies of well- 
functioning health departments to encourage a greater 
participation by the medical profession in the prac- 
tice of preventive medicine, and health officers should 
acquaint the public of the availability of the medical 
profession for this type of service. 

Disraeli (Lord Beaconsfield), then Prime Minis- 
ter of England, proclaimed over sixty years ago to 
the effect “that the health of the people was the 
concern of the State and that the protection of the 
public health was the first duty of a statesman.” In 
comparatively recent years one of America’s great 
sanitarians, Herman Biggs, who did so much to blaze 
the way for public health improvement and progress 
in New York City and New York State, his efforts 
serving as examples to the rest of the country, 
stressed the fact that “Public Health was purchas- 
able and that within certain limitations communities 


might determine their own death-rates.” Other 
leaders in the field of public health during its evolu- 
tion have emphasized the obligation of government 
to concern itself with the health interests of the peo- 
ple and the resultant economic advantages which 
would come about from the protection of the public 
health. We have seen therefore increasing accept- 
tances of this principle by our political sub-divisions 
with the gradual development of federal, state, 
county, and municipal Departments of Health. 


Hospitals and the Conservation of Health 


Increasing appreciation of the invisible lines of 
demarcation between preventive and curative medi- 
cine, the realization of the fact that these two very 
important aspects of scientific care must function as 
one, focuses attention upon the very essential and 
important part played by hospitals in the promotion 
and protection of the public health. In our justi- 
fiable appreciation of the very important parts played 
by the sanitarian, the health officer, the public health 
nurse, and other representatives of accepted agencies 
included in the public health group, there has been 
the frequent tendency to lose sight of the public 
health benefits derived from accurate diagnosis and 
treatment ; the shortening of the duration of illness, 
and the contributions of research departments con- 
nected with hospitals, and the part as a whole that 
these hospital functions have played in the preven- 
tion and postponement of unnecessary death as well 
as the saving of lives. Therefore, it is pertinent to 
emphasize the relationship of the many activities 
and functions of hospitals to the community health 
program. 

Increasing recognition by the public at large of 
the many advantages of hospitalization has done 
much to lessen the frequent complications of illness, 
shortened the average duration of the hospital stay, 
and has resulted beyond any question in the annual 
saving of many lives. People are increasingly recog- 
nizing the advantages of the frequently necessary 
group judgment available at the hospital as well as 
the essential value of the laboratory, x-ray, and 
other technical services. This realization has pre- 
vented much of the economic waste entailed by un- 
necessary and delayed illness with its frequentliy re- 
sulting deaths. 

Public health workers have an appreciation of 
the enormous potential power and influence for bet- 
ter health possessed by the seven thousand hospitals 
of the United States, with their million beds repre- 
senting an investment of approximately three and 
one-half billions of dollars. It requires no particu- 
larly vivid imagination to arrive at the logical conclu- 
sion that an enormous number of lives are saved 
annually among the millions receiving scientific care 
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in the beds and the out patient departments of the 
hospitals of the United States. 

The wealth of available material at the disposal 
of hospitals for research purposes has done much to 
further medical skill and knowledge and to contrib- 
ute to the extension of the span of life. We are, 
indeed, fortunate in the possession of this necessary 
clinical material in view of the further knowledge 
which we must acquire if we are to combat success- 
fully the many baffling diseases which still confuse 
and puzzle the minds of our best clinicians and 
surgeons. 

We are mindful of the fact that the furtherance of 
knowledge has made it possible for us to reduce the 
infant mortality rate and to save the lives of babies. 
Science has taught us how we may prevent deaths 
from many preventable. causes, but we must find 
additional weapons with which to cope particularly 
with those diseases which fall in the degenerative 
group. It is to the hospitals that those interested 
in the furthering of the public health must turn for 
rays of hope, born out of the efforts of those prob- 
ing minds which work quietly and unobtrusively at 
the bedside and in the laboratory so that disease 
might be conquered and knowledge furthered. 


Hospitalization of Contagious Diseases 


Sanitarians appreciate the importance of the part 
played by the hospital in the control and treatment 
of contagious disease. Early and satisfactory hos- 
pitalization not only safeguards the health interests 
of those suffering from this type of illness but serves 
to protect the community at large from the increasing 
spread of the disease. 


Tuberculosis 


There is, indeed, a satisfactory mindfulness of the 
contributions made by hospitals in the furtherance 
of the control of tuberculosis. The marked reduction 
of the number of cases and the deaths from this 
cause has been due in no small measure to the ex- 
pansion of the sanatorium movement. We have 
learned that if we are to reduce the incidence of 
tuberculosis it is important to develop satisfactory 
and convenient diagnostic facilities for the early 
recognition of the disease, as well as to provide a 
sufficient number of beds for the hospitalization of 
the positive active cases. 

Emphasis on these essential measures is not in- 
tended for a moment to minimize other important 
factors which play a part in the control of tubercu- 
losis, but rather to point out the value and need of 
clinics and hospitals for the diagnosis and treatment 
which not only assure proper care and treatment at 
an early moment, but serve also to prevent unneces- 
sary exposure of contacts. 


March, 1936 


Care of the Mentally Unfit 

Hospitals have for many years cared for the men- 
tally unfit. We must frankly confess, however, that 
except in special instances, the care has frequently 
been faulty and insufficient. In view of the greater 
knowledge which we are constantly acquiring as to 
the further possibilities in the field of mental hy- 
giene, hospitals find themselves faced with the in- 
creasing responsibility for the more scientific care 
of this type of illness. We should be impressed with 
the increasing recognition of the preventability of 
the many types of diseases in the psychiatric group 
formerly considered as incurable. Out-patient de- 
partments have a particular opportunity for the 
development and functioning of child guidance and 
adult mental health clinics, important public health 
activities. 


Treatment of Venereal Disease 


The treatment of gonorrhea and syphilis present 
constant public health problems. In many of our 
communities health departments maintain no facili- 
ties whatsoever for the treatment of these diseases 
and the burden for their care falls upon the hospital 
structure. Clinics for the treatment of this type of 
illness perform most useful public health functions 
and by the service they render contribute materially 
to the protection of the public health. 


Special Clinics 


There are many clinics maintained by hospitals 
and out-patient departments rich in public health val- 
ues and serving to extend life, conserve health, and 
frequently to prevent disease. Some may be classi- 
fied as preventive in their nature and others extend- 
ing life and promoting physical comfort through the 
medium of treatment. 


Among the most important clinics are the: 


Pre-natal and _ Post- Diagnostic 
natal Cardiac 
Infant and Pre-school Nephritic 
Dental Cancer 
Immunization Orthopedic 
Eye, Ear, Nose and Care of the cripple 
Throat Health Inventorium 


Food Diabetic 
Child Guidance 


These are but some of the activities under the 
auspices of hospitals which play their very definite 
part in the public health movement. The food clinic 
may be offered as an example of a health service 
which not only emphasizes the significance of proper 
diet but points out the cause and effect of improper 
diet and its relation to certain diseases. The diagnos- 
tic clinic and health inventorium furnishes an oppor- 
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tunity for a periodic physical stock taking, and the 
possible recognition of incipient illness, a very im- 
portant public health service. The cancer, cardiac, 
and nephritic clinics offer opportunity for the exten- 
sion of life among those suffering from these leading 
causes of death. 


Medical Social Service 


The social worker is charged with the responsibil- 
ity of aiding the physician in the solution of the social 
problem affecting the patient, in order to help meet 
the medical need. Steering the patient, interpreting 
the doctor’s advice, making the necessary social ad- 
justments, is frequently necessary for the successful 
treatment of the patient. The social worker is par- 
ticularly recognized as necessary in the venereal dis- 
ease clinic, psychiatric clinic, and the more recently 
developed tumor clinics. It is, therefore, quite evi- 
dent that the medical social worker is an important 
cog in the hospital and public health machinery of 
the community. 


Fostering Education 


The satisfactory training of medical student, doc- 
tor, nurse, student dietitian, technician, etc., will have 
its influence upon the health of the community into 
which many of the trained personnel will project 
themselves upon the completion of their training. 
This is particularly true in the instance of the doctor 
and nurse. The quality of medical and nursing care 
rendered by them will be intimately dependent upon 
the training and experience which they have received 
in the hospital, and will, of course, have its effect 
upon the public health of those entrusted to their 
care. 

Hospitals are in a most advantageous position for 
the teaching of methods for more healthful living. 
Opportunities present themselves constantly to teach 
the patient the prevention and control of certain dis- 
eases. Constant opportunities present themselves for 
the encouragement of the staff in a greater partici- 
pation in the field of preventive medicine. Preven- 
tive clinics already listed make it possible to empha- 
size certain preventive measures. Whenever possible 
lectures may be fostered for the public, acquainting 
them with the very best methods for the prevention 
of disease and the promotion of health. 


Cooperative Efforts of Hospitals With Other 
Health Agencies 


Standards have been set by the representatives of 
the American Hospital Association, for cooperation 
with other health agencies. The standards suggested 
vary in accordance with local community needs. In 
substance, however, they tend to emphasize the fol- 
lowing few fundamental facts . 


In many communities it may be advantageous, 
feasible, and practical for a hospital to cooperate with 
other health agencies by furnishing to other agencies 
necessary services which may include the follow- 


ing: 
. Laboratory service. 


1 
2. Nursing services to health departments and 
other public health groups. 
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. Facilities for the hospitalization of communic- 

cable diseases. 

4. Utilization of the hospital social service organ- 
ization for the field work of the official and vol- 
untary health agencies. 

5. Maintenance of health department clinics with- 
in the walls of the hospital. 

6. Utilization of the various clinics maintained by 
the hospital such as dental, eye, ear, nose and 
throat, tuberculosis, diagnostic. 

7. Facilities for tonsil and adenoid operation, etc. 


Among the advantages of such cooperative efforts 
are the avoidance of duplication and overlapping, 
the elimination of waste effort, the development of 
team-play, and more harmonious relationship be- 
tween the community health agencies, the acceptance 
of responsibility for certain public health services by 
the properly constituted agency, etc. One of the 
most important advantages in this type of coordi- 
nated development is the greater possibility for the 
filling of necessary gaps such as for example the 
usually inadequate facility for convalescent and 
chronic care. 


Community Relations 


The average conception of a hospital in the mind 
of the layman is that of a place for the care of 
the sick. He fails to appreciate the other very essen- 
tial functions and their significance and influence 
upon community life. He does not quite grasp the 
relationship of teaching fostered by hospitals and its 
effect upon the welfare of the individuals in the 
community where the hospital is functioning. He 
does not appreciate the research contributions which 
have come out of hospitals and the part they are 
playing in the extension of life and the alleviation 
of human suffering. He does not associate as a rule 
a hospital with the furtherance of health knowledge 
and information. 

Hospitals can most efficiently promote satisfactory 
community relations by maintaining in a most effec- 
tive manner consistent with its means, those responsi- 
bilities which are accepted as hospital functions. 
Built around the principle of giving the very best 
care possible to the patient it must also give fitting 
recognition to the importance of the education of its 
varied personnel, the prevention of disease, and the 
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promotion of research. Those responsible for 
the policies and management of the hospital must 
plan to interpret its objectives ethically and intelli- 
gently through varied channels including the spoken 
word, through the patient, his relatives and friends, 
through the staff, through the medium of the radio, 
the press, the magazine, the booklet, and the annual 
report. It should foster the development and main- 
tenance of Women’s Auxiliaries whose members can 
be of inestimable value in interpreting properly the 
functions and objectives of the institution. Pleas- 
ant accord must be maintained with the press, the 
health, and other community agencies. It is impor- 
tant to stress at this time that nothing should be said 
or written which will in the slightest way make 
boastful claims of superior advantages as compared 
with other hospitals in the community. 


Every effort should be made to interrelate the hos- 
pital with other hospitals and health agencies through 
the medium of membership in hospital and health 
councils. Where no such groups exist in the com- 
munity every possible effort should be made to join 
with others in the creation of such necessary and val- 
uable hospital and health federations. 


There is no single factor, of course, which can 
make for the development of the very best public 
relations equal to that of the satisfied patient. In 
order to realize this most valuable ideal, every effort 
must be made for the proper care and treatment of 
those entrusted to the hospital. This can best be 
done through the employment of qualified personnel, 
imbued with the intent to most satisfactorily and 
courteously handle patient, relative, and friend. The 
admitting office, the nursing service, and the dietary 
department particularly offer most strategic oppor- 
tunities for the creation and the maintenance of 
good-will. Hospital administrators have a mindful- 
ness of the importance and value of tactfulness on 
admission, good food properly served, and sufficient 
and well-trained nursing care. 


It is important to emphasize that the hospital, if 
it is to function to the very best advantage, cannot 
isolate itself from the health hospital and other wei- 
fare problems of the community. It must interrelate 
its program with those of other agencies engaged 
in similar and related fields of effort. It must play 
a part in intelligent community planning to the end 
that the community resources for the prevention of 
disease, for the care of the sick and for the promotion 
of human welfare should be in keeping with the com- 
munity needs. 

It is with a mindfulness, indeed, of the marked 
improvement in the public health, of the magnificent 
performance of the hospital structure under most 
trying conditions, of the part played by them in the 
alleviation of human suffering and the saving of 
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lives, that we must stress the undeniable fact that 
too many people are still dying from preventable 
causes and that there is still much to do in further- 
ing human happiness and promoting the general well- 
being of organized society. It is in the acceptance 
of the responsibility for the continuance of earnest 
efforts for the prevention of unnecessary deaths, the 
treatment of illness, the furtherance of health knowl- 
edge, and the promotion of research that hospitals 
can in a most efficient manner foster the highest type 
of community relations. 


sailed 
DR. GEORGE DAVID STEWART 


Dr. George David Stewart, one of the most dis- 
tinguished surgeons of contemporary times, a 
scholar, a teacher, and a poet was a lover of outdoor 
sports. He derived his greatest enjoyment and re- 
laxation as a fisherman. 

His philosophy of life was beautifully portrayed 
in his little poem. 


Don’t Cut the String 


So I'll take this for my motto, 
Take this simple homely truth, 
It will serve for age and wisdom, 
Be a beacon, too, to youth; 
I'll engrave it on my memory 
In my heart of hearts ‘twill cling, 
When the battle’s at its fiercest, 
“Be too proud to cut the string.” 


And when the strife of life is ended, 
When my battle’s lost or won, 

And my tattered banner’s drooping, 
Gilded by the setting sun; 

May my heart be at its bravest 
And my voice maintain its ring, 

As I bid the grim destroyer 
“Go ahead and cut the string.” 

—GEoRGE Davin STEWART. 


—_—_—_. 
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The Organization and Activities of the 
Orthopedic Department, the State 
University of lowa 


ARTHUR STEINDLER, M.D., F.A.C.S. 
Prof., Orthopedic Surgery, Iowa City, Iowa 


i. HAS BEEN the good fortune of the writer 
to follow the development of the orthopedic service 
at the medical school of the State University of Iowa 
from its very incipiency. It may be of interest 
largely because it represents, in a measure, a pioneer 
organization. 


I. The Legislative Foundation 


The orthopedic service was brought into being by 
an act of the Iowa legislature passed in 1915, under 
the name of the so-called Perkins Act. By this Act 
the State of Iowa became sponsor for the care of 
indigent children at the then existing hospital of the 
University of Iowa Medical School. This Act 
automatically predicated the creation of a distinct 
orthopedic service in the College of Medicine as an 
integral part of the activities of the University Hos- 
pital. This law, as passed in 1915, by the 36th Gen- 
eral Assembly, provided that children residing in 
the State, under the age of sixteen, who were afflicted 
with a deformity or suffering from a malady which 
probably could be remedied, and whose parents or 
other persons charged with their support were unable 
to provide medical or surgical treatment, might be 
sent to the hospital of the University of Iowa at the 
expense of the State. The legislature went a step 
further when, two years later, the 37th General As- 
sembly appropriated a fund necessary to build a 
Children’s Hospital. This bill was passed without 
a dissenting vote, and the construction of the hos- 
pital was begun. But its occupancy could not be 
accomplished until 1919, because of the exigencies of 
the World War. In 1919, the legislature went still 
further ahead by passing the so-called Haskell-Klaus 
Act, which extended the scope of the care for in- 
digent to patients of all ages. 

The appropriation of 1917 provided for the erec- 
tion of the Children’s Hospital by a grant of 
$150,000. Later, under the combined auspices of 
the Rockefeller Foundation, the General Educational 
Board and the State Legislature additional funds 
were provided to extend the hospital to its present 
size. This made it possible to enlarge the capacity 
and to provide for more adequate facilities for the 


department. In principle, these provisions made by 
the State and aided by the above mentioned founda- 
tions settled the problem of the indigent sick by 
making their care a definite public obligation. It 
was, at the time, a unique policy of commitment of 
patients, and it aroused the interest of many States 
which have since passed similar laws. 

The manner of commitment of indigent patients 
is carefully regulated by law. It is placed in the 
hands of judges of the respective county courts; the 
actual commitment is preceded by an investigation 
of the financial status of the patient, and a physician 
appointed by the court must file a report recommend- 
ing such commitment of the patient to the hospital. 
A further provision of the law is that the patient 
must show a reasonable probability of being benefited 
by active treatment. 


II. Financial Foundation 


The legislature makes an appropriation bi-annually 
for the maintenance of the General and Children’s 
Hospitals, which is made available monthly through 
the presentation of bills for the care of committed 
state patients. This appropriation is paid from the 
State Treasury and is not charged back to the county 
from which the patient comes. Traveling expenses 
of the patient are also paid by the hospital and 
charged to the hospital appropriation. 


The share covering the maintenance and expenses 
of the orthopedic department is apportioned accord- 
ing to the ratio between orthopedic patients and the 
total number of patients in the university hospital. 
As a result of this condition there has been a rapid 
development of the orthopedic department; the ex- 
tension of the department was particularly marked 
in former years when no budgetary restriction was 
placed upon the maintenance and when the number 
of patients received by the orthopedic department 
was not limited. At the present time the limitation 
of the budget fixes the number of state beds in the 
orthopedic department at 102, which are about 
equally divided between children and adults. In- 
cluded in this budgetary restriction is not only the 
maintenance and transportation of patients, their 
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A View of the Occupational Therapy Department 


medical care and their equipment with appliances of 
all kinds, but also the emoluments and salaries of all 
employees in the brace shops, the physiotherapy de- 
partment, of all of the nursing staff, and all of the 
medical staff that are not paid out of the funds of 
the College of Medicine. Because the budget has 
not been increased within the last few years, while 
the costs of maintenance did, the number of beds 
could not be expanded in spite of the fact that the 
demands upon the hospital have steadily become 
greater. This problem is being met by an increased 
activity of the hospital, resulting in a much more 
rapid turnover than was the case in former years. 
For instance, from November 1, 1934, to October 
31, 1935, the total number of patients treated by the 
service reached 4,724, and the admission to the hos- 
pital reached 3,067, which makes a monthly aver- 
age of 255, with an average hospital stay for each 
individual patient of 8.3 days. 


III. The Relation of the Orthopedic Service 
to the School of Medicine 


The orthopedic service forms an integral part of 
the school of medicine. It is an independent depart- 
ment and coordinated to the other independent de- 
partments of medicine under the jurisdiction of the 
Dean. Its close relationship to and its coordination 
with other departments constitute the greatest ad- 
vantage. It has made possible the closest coopera- 
tion with other branches, particularly with the 
departments of pediatrics, internal medicine, sur- 
gery, ear, nose and throat, neurology, and psychiatry. 
Some of these departments will delegate a member 
of their staff for the exclusive service of orthopedic 
and pediatric departments, for instance, the depart- 
ment of ear, nose and throat. The benefits of such 
an arrangement cannot be overestimated. It lies 
principally in the fact that senior members of the 
other staffs are regularly available for consultation, 
advising the orthopedic staff and managing and treat- 
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ing all complications which fall in their respective 
fields. For instance, in the question of isolation of 
contagious diseases, the management of the ortho- 
pedic children so far as these conditions are con- 
cerned rests entirely with the respective departments 
of pediatrics and hygiene, who have absolute juris- 
diction over the question of isolation, discharge, and 
admission. In their hands also lie preventive inocula- 
tion and immunization. A second advantage of this 
close cooperation appears in the teaching side, par- 
ticularly in certain seminars, which are conducted 
conjointly, for instance, by the departments of 
pediatrics and orthopedics. 

The author believes strongly in close contact and 
intimate relationship between departments. Nothing 
could be more disastrous to the department of ortho- 
pedic surgery than to stand aloof. In this respect, an 
orthopedic department which is an integral unit of 
the general hospital has the advantage over the 
strictly independent and isolated orthopedic units. 


IV. The Relation to the School of Nursing 


The school of nursing delegates its student nurses 
in regularly arranged terms to the orthopedic de- 
partment, where they engage in operating room, out- 
patient, and ward service. Owing to the rather 
exacting schedule and the condensed educational pro- 
gram of nurses’ training, the periodic stay of the 
nurse at the department‘is rather short. This con- 
stitutes a disadvantage, apparently an unavoidable 
one, under the conditions. It makes it more diffi- 
cult to give student nurses adequate training in 
orthopedic nursing, and the nurses have little op- 
portunity to engage in special orthopedic practice, 
such as the application of tractions, bandages, or 
plaster of Paris casts, etc. Nevertheless, since the 
orthopedic teaching of nurses is rather concentrated 
and is assisted in by members of the staff, the nurses 
do get a fair knowledge of the routine orthopedic 
work, although they are not prepared to take care of 
special orthopedic cases. 








Tank—Physiotherapy Department 
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Brace Shop 


V. The Organization and the Physical Plant 


The departmental staff consists of the head of the 
department, four regular assistants, one extra re- 
search assistant, one assistant for biophysics who is 
a graduate student in physics, and of six interns. 
The interns are recruited from a Grade A medical 
school and are carefully selected according to qualifi- 
cations. The assistants are given special responsi- 
bilities: The first assistant and associate has the 
supervision of the wards; the second usually the 
supervision of the out-patient department; the third 
is the teaching assistant and is in charge of teaching 
material and assists at lectures; and the fourth as- 
sistant is put in charge of institutional routine statis- 
tics and in charge of the routine pathology. Aside 
from this, they are given a number of other assign- 
ments from time to time. Four interns are assigned 
to the four wards of the department, namely, men’s, 
women’s, girls’ and boys’. The fifth intern is as- 
signed to pathology and is responsible for the treat- 
ment of patients in the department of physiotherapy, 
although the actual treatment is administered by 
physiotherapists under the direction of the head of 
this division. The sixth intern is assigned to the 
private out-patient work and to private patients in 
the hospital. 

All the assistants as well as the head of the de- 
partment are taking part in the graduate teaching. 

The physical plant of the orthopedic department 
consists of the four wards assigned to men, women, 
boys, and girls; of the brace shop, the physical 
therapy department, the out-patient department, and 
the department of occupational therapy. 

The shop employs at the present time eight peo- 
ple under the direction of a foreman; and the de- 
partment of physiotherapy under the direction of a 
head physiotherapist employs altogether five people. 
The out-patient department is under the direct 
charge of the second assistant, and the nursing de- 


partment furnishes a nurse in charge and one social 
worker. 


VI. The Function of the Department 
as a State Institution 


Being primarily maintained by state funds, its 
prime function is to serve for the care of state 
patients. Up to the present day there have been 
treated in this department over 33,000 patients, both 
adults and children, of which 89 per cent were state 
cases. In order to meet the high demand made by 
the state for the care of crippled children, and in 
consideration of a stationary bed space under the 
budgetary allowances, it has become necessary to 
intensify the service and to shorten the average time 
of stay in the hospital. In the last fiscal year, for 
instance, the number of operations performed was 
almost 1200, an increase of at least 10 to 15 per cent 
annually for the last few years, while the admission 
of patients has reached the sum of over 3,000, with 
an average hospital stay of only 8.3 days per patient. 
The number of visits to the out-patient de- 
partment exceeds 8,000 a year. Because of the lack 
of bed space all efforts are bent upon disposing of 
patients through the out-patient clinic as much as 
possible. This necessitates the cooperation of almost 
the entire staff in the out-patient afternoons and a 
considerable portion of the staff in the mornings. The 
out-patient clinic occupies a wing extending into the 
central court and connected by a corridor with the 
main entrance, lending accessibility to the depart- 
ment. There is also a dental clinic occupying a por- 
tion of this wing. Plaster room, waiting room, and 
examination rooms for the orthopedic service occupy 
the rest of the wing. There are no provisions for 
x-ray service in the Children’s Hospital, but the 
patients have to be transferred for this purpose to 
the general hospital through the tunnel which con- 
nects the Children’s with the general hospital. 

The operating room service consists of two operat- 
ing rooms; in one of them is a small students’ gal- 
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lery. There are plaster rooms and service zooms 
in connection with this suite. 

In the basement there are housed a research labora- 
tory, the orthopedic appliance shop, the gymnasium, 
physical therapy, occupational therapy, school rooms, 
a library, and an assembly room. 

The orthopedic shop, occupying about 2200 square 
feet of floor space, employs one foreman, three me- 
chanics, one machinist helper, one shoeman, and three 
finishing and sewing girls. The activity in the brace 
shop is particularly intensive because one of the great- 
est needs is the prompt manufacture of braces so 
that the patient be not held over unnecessarily in the 
hospital. Over 4,000 orders are filled every year, 
consisting in body and leg braces, shoe appliances, 
repair work, etc. During the past year 302 body 
braces were made, 769 leg braces, 359 special splints, 
2,195 shoe jobs, 658 brace repairs, and 90 miscel- 
laneous jobs. The machine shop is equipped with 
lathes, forges, millers, polishing heads, steel cutters 
of all kinds, power hammers, welting equipment, 
while in the finishing shop there are provisions for 
designing of braces, cutting and casting the models, 
sewing machines for finishing, sewing, covering, etc. 

The department of physiotherapy consists of two 
treatment rooms, one large gymnasium with all kinds 
of equipment for gymnastic exercises; a measuring 
room, a smaller room for the treatment of spastics, 
and a moderate-sized swimming pool for the treat- 
ment of paralytics and many other deformities. The 
number of patients treated in the physiotherapy de- 
partment per day varies between fifty and eighty. 

The department of occupational therapy is par- 
ticularly useful in the training of deformities and 
disabilities of the upper extremity and is in charge 
of a full-time occupational therapist. It occupies 
one room, equipped with all kinds of machinery such 
as lathes, looms, apparatus for jig saw work, and 
equipment for leather work. In addition, there are 
two school rooms under the charge of several teach- 
ers, supplied by the College of Education of the 
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University. The children are taken in pre-school 
years and given kindergarten and grammar school 
education. Some of those who stay longer are also 
given help with secondary education. 


VII. The Function of the Department 
as a Teaching Institution 


Because of its connection with the University and 
because of the necessity of attracting a medical staff, 
the problem of teaching in the orthopedic department 
has been made a major consideration, particularly 
that of graduate teaching. 


The undergraduate teaching consists in regular 
lectures given by the head of the department to the 
senior class, and of conferences in the out-patient 
department given to the senior class in groups, either 
by the head or some of the older assistants. 

The post-graduate teaching has developed espe- 
cially within the last five or six years; it comprises 
a full schedule of post-graduate lectures, consisting 
in clinical lectures in orthopedic surgery, lectures in 
kinesiology, in special lectures on orthopedic and 
allied topics, and lectures on brace making, seminars 
in pathology and x-ray studies, anatomical lectures 
given by the department of anatomy, and the com- 
bined seminars given jointly by the pediatric and the 
orthopedic departments. In addition to this, there are 
two weekly conferences on literature and case sem- 
inars, including also the activities in the out-patient 
department, the operating room and ward rounds and 
the daily conferences on patients. The whole-year 
schedule of the post-graduate teaching comprises 
more than 1300 hours. 

There is also a program of experimental and statis- 
tical research going on throughout the year. 
Statistical work is assigned to all members of the 
staff as well as to the graduate students and is super- 
vised by one of the assistants. Accuracy is assured 
by the assistance of a trained research librarian who 
is in charge of the files and distributes all material 
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to the staff. The research work is performed by 
the head of the department, the research assistant, 
and by all other members of the staff who desire to 
make use of the facilities provided by the animal 
research laboratory. There is also some research 
work in the line of biophysics with the help of the 
assistant in biophysics who is a graduate physicist. 

In addition to these activities there are the sem- 
inars on the literature on orthopedic surgery which 
are held twice each week. In all, over eighty jour- 
nals are reported regularly, containing papers of in- 
terest in English and a number of foreign languages. 
These abstracts are mimeographed and are incor- 
porated in the yearly volumes of seminar notes, to- 
gether with other scientific activities of the depart- 
ment. Copies of these notes are given to each 
member of the staff and to a restricted number of 
outside subscribers. Copies are also sent to the 
“Journal of Bone and Joint Surgery” which chooses 
abstracts of interest for publication in its own ab- 
stract section. 


VIII. Provisions for Expansion 


Under the present budgetary restrictions enlarge- 
ment of the work is only possible by disposing of 





Orthopedic Out-Patient Department 





Cast Room 


the patients quicker and by achieving a lower aver- 
age hospital stay. However, this has already reached 
a limit beyond which it would not be safe for the 
patient’s interest to go. What the hospital needs 
most at the present time from the viewpoint of 
physical expansion is a convalescent home to take 
care of a number of patients not entirely in need of 
hospitalization, particularly patients who are up and 
about but still need some medical supervision. From 
the physical side also an extension of the operating 
room suite and particularly installation of a special 
x-ray service for the Children’s Hospital as a branch 
of the general x-ray department has been recognized 
and is contemplated. 


The follow-up system of the orthopedic depart- 
ment as part of the follow-up system of the general 
hospital has been extremely satisfactory, and condi- 
tions therefore are very favorable for critical studies 
and analyses of the material which already has 
passed or is passing through the department. It is 
to be hoped that not only the state but the govern- 
ment as a whole will be interested in this plan of 
improvement of the service. 


IX. The Advantages and Disadvantages 


It may be argued that there are certain advantages 
of an orthopedic service being independent and in 
complete control of administrative policies, especially 
so far as they concern problems of the medical staff 
and the problems of nursing. We believe, however, 
that these advantages are greatly out-weighed by 
the advantage of the close cohesion between ortho- 
pedic and other departments. The writer feels that 
he would forego a good many advantages which the 
isolated and independent orthopedic unit offers for 
the benefit of the close cooperation and the consider- 
able amount of instructions received under the gen- 
eral hospital system. This impression is also shared 
by the younger members of the staff who avail them- 
selves very eagerly of the opportunity of contact 
with other departments; for instance, the general 
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periodic meetings of the hospital staff are generously 
frequented by the members of the orthopedic depart- 
ment and so are also the general pathological sem- 
inars, held in the department of pathology. 

The author, having had experience both with the 
isolated hospital service and with that of the gen- 
eral hospital, feels that the advantage lies in the situa- 


tion where orthopedic surgery is part of the general 
hospital system, for instance, in a university unit or 
in a general hospital at large. It is true that con- 
tact with other departments makes one conscious of 
one’s own imperfections. On the other hand, it is 
a wholesome influence if a fair and generous at- 
titude is maintained by all. 


Selective Menu for All Patients 


GLADYS HALL SILKEY 


Dietitian, St. Louis University Hospitals, St. Louis, Missouri 


So vcov: HAS CALLED THE DIETARY DEPART- 
MENT the core of goodwill in a hospital. If there is 
any one thing that promotes the goodwill of the pa- 
tient it is the satisfaction of his gustatory sense. 
Various and sundry methods of planning the pa- 
tient’s menu are employed, many of which have re- 
sulted in a great measure of success. Some of these 
methods have been successful because of the untir- 
ing efforts of dietitians to serve well planned and 
attractively appointed trays. In some instances, the 
menu may be composed of only certain foods with 
little or no choice on the part of the patient. Thus, 
all patients on general diet might receive the same 
food regardless of their appetites, likes, or dislikes. 
In other instances, there is a selective menu so ar- 
ranged that the patient may have his choice of meat, 
potato, vegetable, salad, beverage, etc. I should like 
to present a few of the details and problems which 
are entailed by the latter type of menu planning. 

Recently, I have been associated with the St. Louis 
University Hospitals which has St. Mary’s and Fir- 
min Desloge Hospitals as two of its units. The for- 
mer is a private hospital and the latter a semi-private 
and charity institution. It is interesting to note that 
in spite of the difference in the type of hospitals, the 
selective menu is used in both of them. The child- 
patients and the patients on special diets are excep- 
tions. 

Planning the Menu 

In consideration of the selective menu, there is 
first the mechanics and the art of planning. By the 
mechanics of planning, I refer to the listing of such 
articles which appear on every menu, as: white, 
whole wheat, or rye bread; coffee, tea, or milk, etc. 
By the art of planning I mean the inclusion of the 
foods in the day’s dietary which constitute a normal 
adequate diet. In addition, such psychological fac- 
tors as pleasing flavor combinations, agreeable food 
consistencies, and attractive color harmony all con- 
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tribute to the individuality and success of the menu. 
Although these factors are important in the plan- 
ning of any menu, certain elements such as pleasing 
color combinations are paramount in the selective 
menu. Thus, if the choice of vegetables happens to 
be tomatoes and beets and the patient desires both, 
the result will be anything but pleasing to the eye. 
It must be granted that some of these unpleasant and 
improper food combinations are inevitable. For ex- 
ample, potatoes and rice may appear on the same 
menu as a choice and some patient may order both. 
However, from my observation, this occurrence seems 
to be the exception rather than the rule. 


Food Preparation 


The second feature which I should like to discuss 
concerns the food preparation for this type of menu 
service. Since the patients make their food selec- 
tions one day for the following day, the dietary de- 
partment knows in advance the number of servings 
of each recipe or food item required for the indi- 
vidual floors or wards. This facilitates the stand- 
ardization of recipes for the number of servings ac- 
tually needed with a small allowance, of course, for 
emergency orders. One criticism which we hear of 
this type of planning is that too many small recipes 
have to be prepared for each meal, thereby resulting 
in extra work for the employees. This is not neces- 
sarily the case providing that care is taken to plan 
to use some of the same recipes for the personnel. 
It has been the experience of some hospitals in 
changing from the non-selective to the selective menu 
that the number of special food orders by individual 
patients has been cut down. 


How the Selective Menu 
Cuts Food Costs 
Occasionally the selective menu is recommended as 
a means of cutting down food waste. However, very 
few figures are presented which have a definite bear- 
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ing on the subject. Sister Jovita of St. Joseph Hos- 
pital in Milwaukee, Wisconsin, in an article entitled 
“The Administrative Dietitian” states that when they 
changed to the selective menu system they found a 
lowering in food waste from one-half to one-third. 
She further relates that the dissatisfaction of the 
patients was cut 95 per cent. In an effort to reach 
some conclusion as to the economy of the selective 
menu, a short study was made of the waste from the 
patients’ trays in St. Mary’s and Firmin Desloge 
Hospitals. The study was conducted on the plan as 
outlined by Miss Lenna Cooper in a paper entitled, 
“Reducing Food Waste the Best Way to Reduce 
Food Cost.” This procedure necessitated separating 
the edible and inedible waste and weighing the 
amounts separately. Liquids were not included as 
edible waste. The general, light and soft diets were 
the only kinds of trays considered in the total. The 
results were as follows: 2 oz. edible waste per capita 
at the Firmin Desloge Hospital, and 1.6 oz. edible 
waste per capita at St. Mary’s Hospital. 


An attempt was made to compare these results 
with those from a hospital serving non-selective 
menus, but this was unsuccessful. However, it is 
possible to compare the results with those obtained 
in the army when strenuous efforts were being made 
to cut down waste. After several methods of cutting 
down waste were established, they showed 1.5 to 2 
oz. edible waste per capita. Ancker Hospital of St. 
Paul, Minnesota, reports an average edible waste of 
1 oz. per capita. This last study has been made 
over a long period of time. Our results would indi- 
cate that the food waste from the patients’ trays is 
not high. However, the study should be carried on 
over a longer period of time to warrant such a con- 
clusion. 


Pleasing the Patient 


It is interesting to note that the amount of waste 
in the two hospitals was very similar in spite of the 
difference in type of institutions. Another feature 
of interest is that one hospital has central service, 
whereas the other has decentralized service. The 
private hospital with decentralized service showed 
slightly lower waste than the charity hospital with 
centralized service. Again, conclusions cannot be 
drawn from results obtained over so short a period. 

Since our efforts at judging the value of the se- 
lective menu on the basis of edible food waste are 
uncertain, let us consider the subject from another 
angle. In the beginning, I mentioned the impor- 
tance of pleasing the patient. We find that the three 
meals a day are bright spots for the patient. That 
is, if they are not they should be! Moreover, we 
usually find that when the patient has opportunity of 
selecting his own food the keen edge of his interest 
is whetted. As a rule, the psychological effect is de- 








sirable, for he feels that he is receiving personal and 
individual attention. Sometimes a new name on the 
menu card will cajole him into ordering a dish, if for 
no other reason than to satisfy his curiosity. 

The selective menu card offers splendid opportuni- 
ties for originality on holiday occasions. Patients 
look forward with childlike delight to a Fourth of 
July dessert named American Ice with Torpedoes. 
They were not disappointed to find that this dessert 
was cherry ice served with torpedo-shaped cookies 
wrapped in red, white and blue cellophane. 

The selective menu has educational advantages for 
the patient who is at all observant of the food com- 
binations on his menu cards. Many patients take 
their menus home with them for future use. In the 
St. Joseph Hospital at Milwaukee, Sister Jovita has 
adopted this type of menu for the special diet service 
as well as for the main kitchen service. The dieti- 
tians and the student nurses on duty in the kitchen 
call on the special patients daily and plan their menus 
with them, making use of the general selective menu 
as a basis. Thus, the patients have opportunity to 
learn why they are not allowed certain foods and 
why other foods are substituted for their particular 
diets. 

Co-operation of Nursing Department 
Necessary 

In developing this type of menu service it is neces- 
sary to have the cooperation of the nursing depart- 
ment, since the nurses distribute the menus to the 
patients and collect them after they are marked. 
Also, it is necessary to mark menus for the patients 
who are not able to do so, or for the patients who 
may not find certain foods listed on the menu. In 
some hospitals the dietary staff is sufficiently large 
that the dietitians take this responsibility. In ad- 
dition, facilities for mimeographing or typing the 
menus must be available. It is necessary, also, to 
have an employee or clerk to sum up the number of 
servings needed of each article. These, however, are 
minor details. 

The case for the selective menu appears to be a 
strong one. The outstanding reason is that it pro- 
motes the satisfaction of the patient. The question 
of lowered food waste, in my estimation, is still de- 
batable, for there are many other contributing fac- 
tors involved in food waste, as: the type of patient 
served, too large servings of food, poor preparation 
of food, and inferior quality of food served. Ex- 
tensive studies of this nature need to be done over 
a long period of time. The results should then be 
compared with results obtained from the use of the 
non-selective menu. 

——.—————— 

The discretion of a man defereth his anger; and 

it is his glory to pass over a transgression. 
—Proverbs xix., 11. 
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Types of Insurance and Pensions 
GEO. F. STEPHENS, M.D. 


General Superintendent, Winnipeg General Hospital, Winnipeg, Manitoba, Canada 


Fess WORKING in or about hospitals from 
the very nature of their daily contacts should have 
a deeper appreciation of the value of protection and 
security than many other groups. It is therefore 
of particular interest to record the experience of one 
hospital and its employees in endeavoring to achieve 
this condition. 

Three separate and distinct forms of employee 
protection insurance are carried in addition to the 
usual employers’ liability, workmen’s compensation, 
etc. Two of these have thoroughly proved their 
value and the third is still in the expectation stage, 
though there is no doubt of the result. 


Group Life 

The first protective policy was taken out some 
twelve years ago in the form of “Group Life” insur- 
ance, similar to that form commonly found in indus- 
try. It was instituted at the request of the em- 
ployees, who undertook to make it contributory and 
desired the hospital to participate. 

The selling point to the employee was the oppor- 
tunity to obtain life insurance at a low cost, without 
medical examination, and the assurance of an imme- 
diate cheque in the event of death. There would be 
no necessity for charity from friends and associates. 

The selling point to the Governing Body of the 
hospital was the promised elimination of compas- 
sionate salary payments after death, and the “pass- 
ing of the hat” for funeral expenses and immediate 
maintenance of dependents. Good will would be en- 
gendered. 

All these have been borne out. During the years 
that this insurance has been in force, seven death 
claims were paid. In each one the insurance cheque 
for One Thousand Dollars ($1,000.00) was literally 
a “Godsend.” 

In addition to death benefits the almost over- 
looked total disability clause has been invoked, and 
four total claims paid. Three of these were for the 
full amount of the insurance and were paid over a 
period of time at the discretion of the hospital. In 
the fourth case, a monthly allowance was made 
until the employee recovered and was again able to 
resume his employment at the hospital. 

There is a personal story in connection with each 
claim and one that could readily be turned into ex- 
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cellent “publicity” by any insurance company. One 
active young man, on the “Group Plan,” on the in- 
sistence of his wife, asked to be allowed to discon- 
tinue his insurance and to have his monthly deduc- 
tions released. She, of all people, should have been 
the first one to demand that this protection be con- 
tinued. The request was refused. Shortly after- 
wards he was instantly killed, as the result of a fall, 
and this One Thousand Dollars ($1,000.00) was the 
total amount of his estate. In another case, that of 
an older employee, permanently incapacitated and 
with a very short expectation of life, it took the 
strongest form of argument to have the policy main- 
tained, an argument which, fortunately for the 
widow, was successful. 

As in insurance experience elsewhere, a satisfac- 
tory settlement of death claims is the best testimonial 
to the system and it is now deeply rooted in this in- 
stitution. The contract is a satisfactory one, mini- 
mum guarantees, as to numbers, do not cause diffi- 
culty, the total disability clause is not argued and 
settlements are extremely prompt. The cost to the 
employee cannot exceed sixty cents a month for a 
thousand dollars and the cost to the hospital is 
slightly less. 

Group Accident and Sickness 


The second form, covering accident and sickness 
benefits, was instituted five years ago by groups of 
certain employees. The hospital does not participate 
except to make the monthly deductions and transfer 
the premium to the underwriters. 

This protection is bought on the cheapest basis 
that can be secured, covers all accidents except those 
under the Workmen’s Compensation Board, and cov- 
ers sickness. The maximum indemnity is $25.00 a 
week, graded according to income, it being the intent 
that no indemnity will be in excess of sixty-six and 
two-thirds per cent of the average weekly earnings. 

The claims to date have not been heavy and the 
experience has been very much in favor of the in- 
surance company with a loss ratio of less than fifty 
per cent. Notwithstanding this the employees are 
well satisfied with the protection afforded and with 
the settlements made in the event of claim. 


Retirement Pension 
The third form and the one that will prove of the 
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greatest value in the future is the Employees Retire- 
ment Pension Plan now in its fourth year. 


This was introduced to the hospital employees 
with the following preamble: 


“Men and women, as they grow older, must 
face the fact that the time will come when they 
can no longer provide for themselves in the same 
way as during their prime working years. Con- 
cern as to what will happen to them is very real 
and a constant source of worry. 


“It is, therefore, with a feeling of deep satis- 
faction that the Board of this hospital, after a 
long and careful investigation, have found a 
plan by which you can be secure when you reach 
retirement age. Particulars of this plan are 
given herein. 

“This Employees’ Retirement Pension Plan 
offers an opportunity to provide an income of 
double the amount that you could obtain as an 
individual. This advantageous situation is made 
possible by the hospital’s contribution of dollar 
for dollar to the amount deposited by each em- 
ployee entering the plan.” 


It is an arrangement between the hospital and an 
insurance company whereby a retirement fund will 
be built up for each employee who enters the plan 
with the objective of providing a pension at retire- 
ment age. 


The hospital undertakes to purchase for each such 
employee an equal amount of pension. In this way 
the cost of the plan is equally divided between the 
employee and the hospital. 

The normal retirement age is sixty-five for male 
lives and sixty for females, but retirement may be 
effected five years earlier by the employer or em- 
ployed, the pension paid to be adjusted to conform 
to a shorter period of service. 


Contributions by Employees 


As the plan primarily intends to provide the em- 
ployees with half-pay at retirement age, the indi- 
vidual contributions vary according to the respec- 
tive ages and sex. The contribution is less from 
the young employees who have a longer period of 
time in which to build up their retirement fund, than 
from the older employees. 


The contributions range from 3 per cent of salary 
in the case of the younger employees up to a maxi- 
mum of 7 per cent of salary in the case of the older 
employees. To obtain full half-pay many of the 
older employees would be required to contribute 
more than 7 per cent of salary. In these cases the 
7 per cent contribution will provide a lesser pen- 
sion proportioned to the actual percentage of salary 
required to provide a full half-pay pension. 


Present Employees Within 15 Years of 
Retirement Age 
Special conditions apply to this class of employee 
provided he will have completed at least 25 years of 
service at normal retirement age. 


Salary Changes 


A salary change for an employee normally requires 
a corresponding change in the amount of pension. 
Minor salary changes do not materially affect the 
amount of pension and such changes ordinarily will 
be ignored. The amounts of pension payable, how- 
ever, will be reviewed from year to year and where 
necessary adjustments arranged with the employee. 


Death Benefit 


Should an employee die before retirement there 
shall be returned to his beneficiary or estate the sum 
total of all his deposits plus dividends to his credit. 


Withdrawal from Service 
Should an employee leave the service before be- 
coming entitled to a pension, the following options 
are available in regard to his part of the Pension 
Plan: 
(a) Continuance of his part of the pension by 
payment of the premiums on a quarterly basis 
direct. 


(b) After first three years; 

(1) A proportionate paid-up pension. 

(2) A cash surrender value consisting of— 
at the end of third year—approximately 
70 per cent of premiums paid; this per- 
centage increases from year to year until 
at the end of the eighth year, full return 
is made, thereafter full amount plus ex- 
cess of dividends. 
The employee must continue his premium 
payments for at least three years to ob- 
tain benefits in this clause. 


Retirement Income 


Upon reaching the retirement age (65 for men, 
60 for women), each employee will receive an in- 
come payable in monthly installments for the rest 
of his or her natural life. 

In lieu of taking this income the employee may 
accept a slightly reduced income with the provision 
that if the sum of the income payments made up to 
the time of death be less than the equivalent cash 
value at time of retirement, the balance will be paid 
to his or her beneficiary or estate. 

Or the income may be guaranteed for a definite 
number of years, three, five, ten, or even longer. 

Or, another option that could be exercised would 
be to accept a reduced income with the provision 
that the income or a part of the income be continued 
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to a beneficiary named by the employee. The amount 
of this income would vary according to the age or 
sex of both the employee and beneficiary and cease 
when both have died. 


Additional Benefits 


Employees’ contracts may be written to provide 
for the following additional benefits : 

Insurance—In lieu of the return of the premiums 
paid should death occur before reaching retirement 
age, an amount of insurance may be written into the 
contract on the basis of $1,000.00 for each $10.00 of 
monthly income. 


Total and Permanent Disability—The contract 
may be written to provide that should the employee 
become totally and permanently disabled before 
reaching retirement age, no further payments will 
be required from the employeee and his pension will 
continue in force on the same basis as though he 
were in normal health and made the payments him- 
self. 


Double Indemnity Accident Benefit—In the event 
of the insurance benefit being added a further pro- 
vision may be included, to pay double the amount 
of the insurance should death occur from accidental 
means. 


All these additional benefits require small extra 
premiums varying with the age and sex of the em- 
ployee. 


The Purchase of Staple 


A survey of thirty-five hospitals, varying in bed 
capacities from seventy-five to five hundred beds, 
widely distributed geographically, and including all 
classes of hospitals, reported for 1935 a total bed 
capacity of 6,752 and an average patient population 
of 4,802, or 71.14 per cent. The thirty-five hos- 
pitals studied report the purchase of merchandise in 
the following amounts: 


Clinical Thermometers 
The thirty-five hospitals purchased 14,360 clinical 
thermometers during 1935, an average of 2.13 per 
bed, based on the total bed capacity, and an average 
of three plus per bed occupancy. 


X-Ray Equipment 
They spent a total of $64,897 for x-ray equip- 


ment and supplies. An average of $9.6114 per bed 
capacity and $13.51 plus per bed occupancy. 


Rubber Sheeting 
They purchased 4,530 yards of rubber sheeting, 
or a little more than two-thirds yards per bed ca- 
pacity, and a little less than one yard per bed 
occupancy. 
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Continuity 

It is a condition of the plan that, while present 
conditions warrant its adoption, and the hospital fully 
believes that it will be able to continue it, the right 
is necessarily reserved to the hospital to alter or 
discontinue the plan at any time. Employees who 
had already retired would in no way be affected and 
their pensions would be continued. In the unlikely 
event of the plan being discontinued various options 
are available for employees, such as—paid-up pen- 
sion, cash surrender values, or continuance of their 
own part of the Pension Plan. 

The Pension Plan cannot provide for the older 
employees in the hospital service whose approach 
to retiring age presents a problem with which each 
hospital with an appreciation of loyal service is con- 
fronted. It will, however, in future ensure that such 
difficulties will not arise among the subscribers. 

Unfortunately this plan was brought into being 
co-incident with general salary reductions and though 
a year was allowed for employees to take it up, 
many, who otherwise would have been glad to par- 
ticipate, could not adjust their budgets to allow for 
the extra premium expenditure. Still more unfortu- 
nate was the fact that when the year had elapsed 
hospital finances were in a difficult position and the 
acceptance of additional subscribers to the plan had 
to be temporarily suspended. It is hoped that its ex- 
tension to all employees desiring to take part may 
soon again be permitted. 


Commodities in Hospitals 


Glass Hypodermic Syringes 
They purchased a total of 8,346 glass syringes 
of varying sizes, 5,619 of which were 2cc., and an 
average of a little less than 1% per bed capacity, 
and just under two syringes per bed occupancy. 


China Ware 

They purchased $13,761.61 worth of china ware, 
an average of $2.00 per bed capacity and $2.87 per 
bed occupancy. 

Toilet Soap 

They purchased the equivalent of 327,298 two- 
ounce cakes of toilet soap, or 48.8 cakes for each 
bed, based on bed capacities, or sixty-eight per bed, 
based on bed occupancy. 

Hospitals reporting purchased their toilet soap in 
different weight bars—one, one and a quarter, two 
and four-ounce sizes. The majority purchased two- 
ounce cakes, 

Laundry Soap 

They purchased 16,560 barrels of laundry soap, 
180 pounds to the barrel, an average of 27.6 pounds 
per bed capacity, and 34.7 pounds per bed occu- 
pancy. 
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, oe IN THE UNITED STATEs number 
about seven thousand and care annually for 
seven million bed-patients, and ten million out- 
patients. They represent an investment of over 
three billion dollars in plants and equipment, and 
involve an annual operating expenditure of about 
six hundred fifty million dollars. They enlist some 
90,000 physicians, 150,000 nurses and 250,000 other 
persons in the treatment of their patients, and are 
essential adjuncts to governmental and voluntary 
agencies dealing with public health and welfare. The 
number of hospitals has increased rapidly in the last 
25 years and may have reached its maximum in many 
cities, but there is still room for substantial improve- 
ment in existing buildings and equipment and for 
numerous additional hospitals to serve small com- 
munities and rural areas. The variety and complex- 
ity of hospital services and the rate of expenditure 
for them have increased and will doubtless continue 
to do so because of the constant expansion of medi- 
cal science and of new equipment and techniques. 


Leaving out some 1,500 small hospitals which are 
the private property of physicians and conducted by 
them as appendages to their practices, the remaining 
5,500 hospitals of the country are administered thus: 
about 1,500 by physicians; about 1,500 by nurses; 
about 600 by sisters of religious orders; the remain- 
ing 1,900 by lay men or women, usually with some 
business experience. Several thousand significant 
positions also exist as assistant executives in the 
larger hospitals. Many large hospitals offer posi- 
tions and remuneration sufficient to secure and retain 
men and women of great ability. Subordinate ad- 
ministrative posts in large hospitals and the head- 
ships of the numerous small hospitals naturally offer 
more limited opportunities, from which, however, 
it may be possible to rise. 

There has been no systematic way in which train- 
ing for hospital administration could be secured 
under educational auspices. Entrance to the field has 
been haphazard or through apprenticeship. 


Need for Administrative Training 


The national bodies concerned with hospitals have 
all recognized the need for administrative training. 
Several committees of the American Hospital Asso- 
ciation have reported on the subject. Two studies 
have been made under grants from the Rockefeller 
Foundation. All have emphasized the need for (1) 
institutes or “refresher courses” for persons already 
in the field, and (2) systematic and thorough prep- 
aration for those contemplating it as a career. Some 
experiments were undertaken before the depression, 
but none with adequate planning or facilities. 

Hospital administration involves medical, com- 
munity, and business elements. The business ele- 
ments perhaps most closely resemble those of a hotel, 
if a hotel were organized on a non-profit basis. Hos- 
pitals are in close relations with private medical 
practice, public health, welfare agencies, community 
chests, industries, and with the education of physi- 
cians, nurses, social workers, laboratory, and other 
technicians. These community relations are enlarg- 
ing in variety and importance, and affect the policies 
and finances of hospitals in an increasing degree. The 
medical elements in administration do not include 
the diagnosis and treatment of patients, which are 
the responsibility of the doctor as a clinician; they 
do include the organization and coordination of medi- 
cal functionaries and require an understanding on 
the part of the administrator of the fundamental 
medical purposes of the hospital. The great growth 
of out-patient departments, now established in over 
two thousand hospitals, enlarges the hospital’s scope 
to include ambulatory as well as bed patients, and 
has increased the demands upon the hospital admin- 
istrator. Hospitals and clinics are playing an in- 
creasing part as centers of curative and preventive 
medical practice, and their effective administration is 
important to public health and medical care in gen- 
eral, as well as to the education of physicians, nurses, 
medical-social workers, laboratory technicians, and 
other groups concerned with the sick. 
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Selection of Students 


Any successful program of education for hospi- 
tal administration will require, in the first place, a 
careful selection of students. They must be consid- 
ered with regard to personal qualities and previous 
experience as well as to academic attainments. In 
the second place, the educational process itself will 
require a combination of classroom and “clinical” 
methods. Observation and supervised field work in 
hospitals and clinics have much the same place in 
administrative training that clinical teaching with 
sick patients has in medical and nursing education, 
or observation and case study in schools of business. 


At the School of Business of the University of 
Chicago, an experimental program in hospital ad- 
ministration was set under way in 1934-35 with six 
students and has been continued with eight students 
during the present academic year. A summary of 
this program and of the educational principles on 
which its is based will be presented in this article. 
While there may be room for teaching hospital ad- 
ministration on both the graduate and undergraduate 
levels, the program at the University of Chicago has 
been open only to those who hold a bachelor’s degree 
or the degree of doctor of medicine or of public 
health. This is for several reasons. In the first 
place, the youth and immaturity of most college 
undergraduates would generally render it impossible 
for them to secure more than minor hospital posi- 
tions for some years following the course. In the 
second place, the technical work of a hospital ad- 
ministrator can best be undertaken after the student 
has secured a broad general education such as is 
represented by the bachelor’s degree. In the third 
place, the University’s purpose in this field is not 
primarily vocational training. The field of adminis- 
tration needs men and women who are students as 
well as practitioners, competent to investigate and 
analyze its technical, financial, and community prob- 
lems. 


The students accepted have been of three types: 
(1) young physicians; (2) recent college graduates 
who had usually pursued some business studies; (3) 
older graduates, one of whom in each year has been 
a nurse. Most students in both years have had hos- 
pital contacts and some considerable hospital ex- 
perience. 


Course of Study 


What studies should be pursued? This should be 
determined primarily by analysis of the functions of 
hospitals. Hospital administration demands an ap- 
preciation of medical services, attitudes, and tradi- 
tions. A physician has certain advantages, since a 
medical course furnishes understanding of the funda- 
mental content of a hospital’s work, the care and con- 


March, 1936 


trol of disease. But the physician’s training does 
not provide either the background or the techniques 
needed to administer the community relationships of 
the hospital or its business aspects. A business train- 
ing meets certain needs of the hospital administrator 
but obviously not all. The hospital, moreover, pre- 
sents significant differences from the private business 
enterprise. Hospitals do not manufacture or sell 
commodities, but furnish personal services. They 
are preponderately on a non-profit basis, like govern- 
mental enterprises. In many cases they derive a sub- 
stantial part of their current income as payments 
from patients, but the sources of their revenue de- 
pend largely on community relationships. The capi- 
tal for hospitals is almost all provided on a non- 
profit basis from philanthropic gifts or from public 
funds. 


From these considerations it is apparent that an 
understanding must be gained of the fundamental 
problems and habits of thought in the field of health 
and of agencies dealing with health problems, and 
that such business and social studies as community 
organization, finance, public welfare administration, 
business economics, policies, and control are of pri- 
mary importance. A knowledge of accounting, 
statistics, business law, and personnel management 
are essential for the administrator. At the Univer- 
sity of Chicago, the School of Business, the School 
of Social Service Administration, and the Divisions 
of the Biological and the Social Sciences already pro- 
vide ample courses on these and related subjects, and 
there are also available the necessary background 
subjects if these have not been previously pursued 
by the student: biology, physiology, sociology, eco- 
nomics, and psychology. One course in the Depart- 
ment of Sociology, an historical and analytic study 
of health services and institutions, is given by the 
writer with these students somewhat in mind. It 
is, however, taken by others also and is in no way 
vocational. 


At such a university, the first problem is to orient 
the student and to select studies appropriate to his 
individual need from courses already available. The 
second problem is to provide guidance and coordina- 
tion for the student’s work. It is not necessary to 
Organize a new “school” or “institute for hospital 
administration.” It is necessary to develop new 
courses only in the professional studies of hospitals 
and clinics themselves and of the problems and meth- 
ods of their administration. These professional 
studies must be pursued largely through field work. 
At the University of Chicago, they are organized as 
recognized credit courses in the School of Business. 
Roughly the students’ time after the introductory 
period is divided about equally between field work 
and classroom courses. 





Field Work 


Field work in administration should neither be 
mere observation nor mere apprenticeship. The ap- 
prentice is likely to learn by rule of thumb, acquir- 
ing methods without comprehending principles. The 
mere observer may not learn at all. If the field work 
is to be educationally effective, the following policies 
should be pursued: (1) The field studies must in- 
clude observation of essential activities and depart- 
ments by individual students or small groups under 
supervision. These observations will possess little 
training value except as intellectualized through con- 
ferences and discussion with instructors. (2) Major 
departments must be studied in at least two hospitals 
in order that, by comparative analysis, principles and 
problems shall be brought out as well as methods. 


(3) The field studies must be accompanied by as- 
signed reading and written reports. (4) A final 
period of administrative internship should be re- 
quired. 


At the University of Chicago the field work has 
been planned for most students to extend over four 
quarters. During the introductory period, half a 
day has been devoted weekly to general visits to a 
few selected hospitals and clinics and to visits or 
conferences with the heads of certain public and 
private agencies concerned with medical service, pub- 
lic health, and social welfare. The aim has been to 
orient the hospital and its place in community life. 
A two-hour seminar is held weekly to review and 
interpret these experiences. 


Intensive field work is begun in the second quar- 
ter, occupying two days a week (four field periods). 
At first these are devoted to the professional organ- 
ization and professional service of the hospital and 
out-patient department. Conferences are held with 
physicians who are chiefs of selected clinical de- 
partments, x-ray and laboratory services; all-day 
periods are given to intensive observation of nursing 
service in a ward; there are similar individual as- 
signments for intimate observation of out-patient 
clinics. On most subjects each student has assign- 
ments in two hospitals. Following the professional 
departments the business organization and_tech- 
niques of the hospital are taken up. Each of the 
chief administrative departments is studied, four 
field periods weekly being devoted to intensive ob- 
servation and conference with superintendents and 
heads of departments in the selected hospitals. Some 
assigned reading and written reports are required, 
and there are two weekly seminars of two hours 
each for interpretation and discussion. 


Methods of Administrative Control 


Methods of administrative control are studied 
during the latter part of the third quarter, and 


through the fourth quarter. Conferences are ar- 
ranged with hospital superintendents and others with 
the aim of bringing out the methods whereby ad- 
ministrative officers deal with their governing bodies, 
secure information concerning the operations and 
finances of departments and of the institution as a 
whole, and maintain effective supervision over per- 
sonnel, finances, and procedures. Each student 
studies intensively a particular hospital department 
or function to secure concrete material illustrating 
methods of administrative control. Finally, each 


student selects or is assigned a subject for special 
investigation and study. If he is a candidate for a 
master’s degree, this subject will be his thesis. He 
may collect most or all of his material for this study 
while in residence at the University and may com- 
plete the report during his internship. 


Period of Internship 


A period of internship in a selected hospital is re- 
garded as an essential part of the student’s profes- 
sional preparation. From six months to one year is 
required, usually (though not necessarily) in resi- 
dence in a hospital. In the hospital he is expected 
to perform such duties as may be assigned him by 
the superintendent and be given opportunities for 
becoming familiar with the organization and man- 
agement of the hospital as a whole. The hospital is 
usually expected to provide maintenance and a 
stipend of about $25 a month. As a rule the master’s 
degree will not be awarded until after the completion 
of the internship. Students with ample previous ex- 
perience in hospitals may not be required to take 
the internship. This has been the case with two 
students during the experimental course thus far. 

The city of Chicago, one of the important medical 
centers of the nation, provides an ample laboratory 
in which hospitals and clinics of varied types may be 
studied. Only the type of hospital prevalent in towns 
and rural areas, a small institution with an “open 
staff,” is not found in a metropolitan area. This de- 
ficiency can be overcome, however, when necessary, 
as in the case of one of last year’s students, who 
spent three-months internship in two of the rural 
hospitals which the Commonwealth Fund has as- 
sisted, preceding a six-months’ internship at the Mas- 
sachusetts General Hospital in Boston. 

The full and generous cooperation of the heads 
of many hospitals in Chicago has made it possible 
to tap all field resources needed for the students. It 
is educationally desirable to utilize a few hospitals 
for intensive study, and an additional number for 
more general comparative observation. The Univer- 
sity of Chicago Hospital and Clinics on the Midway, 
the Presbyterian Hospital, and Michael Reese Hos- 
pital have been especially used. Of the six students 
admitted in 1934-35, the first year of the experi- 


HOSPITALS 





ment, one took a business position before the com- 
pletion of his course; two are now assistant super- 
intendents of well-known hospitals; one is in a re- 
search position with the writer of this article; and 
two are now in their internships at the Massachusetts 
General and Strong Memorial Hospitals, respec- 
tively. 


Educational Experiment at University of Chicago 


Administratively, the responsibility for students 
must be centralized. Educationally, students in this 
field may need to take work in a variety of univer- 
sity departments and divisions. The organization 
of the University of Chicago lends itself well to an 
educational experiment of this kind. The School of 
Business administers the course and its own cur- 
riculum provides a large body of the needed subject 
matter, but students may pursue any course for 
which they are technically qualified in any other 
school or department of the University. The sem- 
inars which provide the essential coordination of 
subject matter and interpretation of the field work 
are conducted by Dr. A. C. Bachmeyer, Director of 
the University of Chicago Clinics, and the writer. 
The latter is responsible to the Dean of the School 
of Business for the general oversight of the course 
and the individual guidance of the students. This 
coordination and supervision are essential to such 
a course and require a substantial amount of time. 


Since administration has not been a recognized 
subject of study leading to a professional career, 
few students who seek training for hospital man- 
agement or public service have planned their prev- 
ious academic work and practical experience with 
reference to this goal. Hence a curriculum in hos- 
pital administration can at present be planned in 
principle but not in detail. A dozen men and women 
interested in this field and possessing the required 
academic and personal qualifications will present 
widely varying educational backgrounds. The first 
problem is to aid each student in selecting courses, 
undergraduate or graduate, which will fill the gaps 
in his previous studies and experience. After one 
or two quarters’ work, these students will be ready 
to pursue their technical and professional studies 
together. <A fixed list of courses which the future 
hospital administrator should take during under- 
graduate and graduate years is not practically use- 
ful even if educationally wise, because few students 
can be fitted into the framework. As the field of 
administration becomes more generally accepted as 
a professional career, more young persons will plan 
deliberately for it during their school and college 
years. At the present time, one can well advise col- 
lege students who have the hospital field in mind to 
take undergraduate courses in both the biological and 
the social sciences: general biology, physiology, eco- 
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nomics, sociology, and psychology. In the senior 
year they might spend not more than half the time on 
courses such as accounting, statistics, welfare organ- 
ization and administration, and business organiza- 
tion. 


It is recognized that the present experiment at the 
University of Chicago does not provide for the voca- 
tional training in hospital administration of such 
important groups as nurses who have not the 
bachelor’s degree, and mature persons without an 
academic degree who have had experience in hos- 
pitals or related fields. Moreover, no provision has 
yet been made for technical courses on subjects 
which students might wish to pursue for special pur- 
poses, and which would be of interest to mature 
men and women already in the hospital field. Ex- 
amples of such courses are: the administration of 
out-patient clinics ; methods of institutional and com- 
munity surveys of hospital and health work; and 
various technical phases of internal administration. 
There is undoubtedly demand for such courses, and 
they might be developed in the future, perhaps on a 
University Extension basis. 


There has already appeared some demand for re- 
search opportunities by advanced students. One 
student has been accepted this year as a candidate 
for the Ph. D. degree, and is undertaking a thorough 
study of the problems of insurance as affecting hos- 
pitals. 


Time Requirements 


The time requirements of the studies in hospital 
administration are of great practical concern to 


prospective students. The two years’ experience 
with the present experimental course at the Univer- 
sity of Chicago indicates that students who have 
adjusted their undergraduate studies according to 
the above suggestions could complete the needed 
work in hospital administration and the requirements 
for a master’s degree in four quarters at the Uni- 
versity, plus an internship of from six to twelve 
months. Students who have not the necessary back- 
ground to begin their technical studies are likely to 
require one or two additional quarters. 


Persons of more mature years who have the de- 
gree of doctor of medicine or public health, or who 
have had practical experience in business or in hos- 
pitals after receiving the bachelor’s degree, will often 
need to broaden or freshen their background through 
courses in the social or the biological sciences before 
they begin technical studies in hospital administra- 
tion. For example, medical graduates may need to 
pursue courses in economics, sociology, and psy- 
chology. Students with business background may 
need to work in biology and physiology. 


Our experience also gives reason to believe that 





there is an especial demand from the hospital field 


for young physicians who are qualified for admin- 


istrative positions. It is probable that medical grad- 
uates who carry through the course at the Univer- 
sity of Chicago can be satisfactorily placed after 
three or four quarters without a period of intern- 
ship. The master’s degree is rarely of importance 
to students who already hold a professional graduate 
degree. A research project equivalent to a master’s 
thesis should, however, be required of all students 
as necessary training in defining and solving such 
problems as confront administrators. 

The educational development of a new field to 
which entrance has previously been through appren- 
ticeship always brings financial problems to prospec- 
tive students as well as pedagogical problems to edu- 
cators. Students must postpone earning, particularly 
when they have not planned undergraduate work in 
relation to a new educational field. Students of ex- 
ceptional ability are particularly desired, and they 
often need help. Scholarships are necessary adjuncts 
to educational experiments of this kind. At the 
University of Chicago a few scholarships covering 
tuition ($100 a quarter) are available and one pro- 
viding up to $200 a quarter in addition to tuition. 
The last is intended especially for doctors of medi- 
cine or public health. 


Work Still in Experimental Stage 


The work at the University of Chicago has been 
frankly experimental. It is now approaching the 


end of its second academic year. A small but varied 
group has been deliberately selected from applicants, 
in order to enrich the educational experiment and to 
increase the stimulus from within the student group 
itself. In both years men and women, physicians, 
nurses, and lay students of different ages have been 
included. It is not vocationally desirable at this 
time, nor is it compatible with the methods of this 
educational experiment, to have a large number of 
students. 

The work has been based on a concept of hospital 
administration as a field of human activity which 
should be of professional grade, and which is closely 
related to other branches of administration in gov- 
ernment service, business, education, and social wel- 
fare. The administrator must deal with human and 
financial relationships so complex as to require 
imagination to appreciate, a disciplined personality 
to manage, and a trained intellect to investigate and 
understand. 

The University’s immediate aim must be an in- 
tellectual rather than a vocational product. But 
the test of success in a university experiment of 
this kind must be vocational as well as academic, for 
only through effective practice in his vocation can the 
administrator’s power to study and solve problems 
be demonstrated. A period of much more than two 
years is needed to determine the value of this and 
other current attempts to place the study of admin- 
istration, in the hospital and other fields, upon an 
educational and university basis. 








Notice to the Hospitals 


On January 27th or 28th, a Leitz-Wetzler micro- 
scope of the following description was stolen from 
North End _ Clinic’s laboratory — Microscope 
No. 302173, with oil objective No. 150362, a high 
dry and low power lens mounted in the triple nose 
piece ; Ocular X10, abbé condenser, no substage mir- 
ror, and bearing a detachable uncalibrated mechani- 
cal stage. 

If this microscope is offered for resale or comes to 
the notice of any physician or hospital, please com- 
municate with Mrs. Eleanor J. Ford, Director, North 
End Clinic, 936 Holbrook Avenue, Detroit, Michi- 
gan. 


We have been informed that there is a ring in De- 
troit stealing microscopes and shipping them to dis- 
tant points for disposal. About 200 are supposed to 
have been stolen recently. 

wishocllbinetianced 

Looks like everything in the world comes right if 
we jes’ wait long enough—Mrs. Wiccs (the sage 
of the Cabbage Patch.) 


Goodyear Hospital Association 


The Goodyear Hospital Association, of Akron, 
Ohio, announced in its annual report of January 
22, 1936, that since its organization in 1927 it has 
paid in hospital benefits for its members $424,439.53. 


It now numbers in the Goodyear organization, 
throughout the world, approximately 19,000 mem- 
bers. During 1935 hospital benefits were paid for 
the care of 2,337 members to the amount of 
$67,297.35—an average cost of $.348 per member 
per month for the entire membership, or $4.176 per 
year. This is probably one of the lowest-cost 
periodic payment plans now operated, costing the 
members only $3.60 per year at the present time. 
The deficit was borne by income from investments 
and other sources. This plan is limited to the em- 


ployees of the Goodyear Tire and Rubber Company. 


cnmnecenneseetpeectnones 


If we were charged so much a head for sunsets, 
or if God sent round a drum before the hawthornes 
came into flower, what a work we should make about 
their beauty. —Rosert Louis STEVENSON. 
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The 1936 Institute for hospital administrators will 
be held under the auspices of the American Hospital 
Association, as in former years, on the campus of 
the University of Chicago, September 9-23. 

This year’s Institute will have all of the good fea- 
tures of the last three, and many innovations of more 
than ordinary interest to the registrants will be added. 

The purpose of the Institute is to continue in a 
practical manner the education and development of 
the successful hospital administrator. The funds de- 
rived from the registration fees will be used in their 
entirety in developing the best study program for 
those who attend the Institute. 

The mornings of this two-week period will be 
filled with lectures, seminars, and discussions led by 
outstanding hospital men and women; the afternoons 
with visits and demonstrations at hospitals in Chi- 
cago; the evenings with round tables led by Dr. Mal- 
colm T. MacEachern. 

The Institute is open to men and women who are 
superintendents or assistant superintendents of hos- 
pitals, or who occupy other positions of substantial 
executive responsibility. Persons who have recently 
held such positions, and who are not now emploved. 
are also eligible. The Institute is designed to help 
people now actively engaged in hospital adminis- 





1936 Institute for Hospital Administrators 





The 1935 Institute of Hospital Administrators 


tration to keep in touch with advances in the field, 
and to familiarize themselves with desirable poli- 
cies, methods, and practices in hospital management. 

Judson and Burton Courts, two of the conven- 
iently located and delightfully arranged dormitories 
of the University of Chicago are available to stu- 
dents. Lectures, seminars, and round tables are held 
in these buildings, and meals are served there. The 
rates charged by the University of Chicago are $30 
for room and board for the two-week period, or $15 
for the period for room only. Room and board for 
one week will be $18, room only for one week $9.00. 
Members of the Institute who find it convenient 
to arrive on the evening of September 8, may have 
their room that night without additional charge. 

The University of Chicago takes no educational 
responsibility for the course, but cooperates in the 
provision of accommodation at the above low rates. 

The number of persons who can be accepted is 
limited to 100. A registration fee of $10 is charged 
by the American Hospital Association. Inquiries 
should be addressed to Dr. Bert W. Caldwell, Execu- 
tive Secretary of the American Hospital Association, 
18 East Division Street, Chicago. Application blanks 
will be sent on request. 
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Problems Confronting Administrators in 
New Hospital Construction 


HOWARD E. BISHOP, F.A.C.H.A. 
Superintendent, Robert Packer Hospital, Sayre, Pennsylvania 


Bo ccece economic conditions of the 
past few years which have made so difficult the 
survival of many lines of industry and business have 
been even more difficult for our hospitals. There 
has been an ever present and insistent demand for 
hospitalization at a cost that is within the means of 
the average individual to pay. With the construc- 
tion of our hospitals planned for conditions which 
existed a decade ago, and with the ever increasing 
demands to supply modern methods in the care of 
the sick, it has been a difficult and sometimes im- 
possible problem to reduce the cost of hospitaliza- 
tion. It is only necessary to mention a few of the 
many advances in diagnosis and treatment which re- 
quire greatly increased expenditures for equipment 
in x-ray, laboratory, anesthesia, etc., to explain in- 
creased costs and to indicate the difficulty of reducing 
costs. Such outstanding advances include the in- 
creased use of oxygen therapy, the broadening of 
the research and application of cardiac therapy and 
the use of prophylactic and curative vaccines. Newer 
types of anesthesia as well as modern methods for 
the administration of anesthetics have added greatly 
to the factor of safety as well as lessening the dis- 
comfort to our patients. Dietetics more than ever 
play a part in the treatment of disease and the medi- 
cal profession in general has come to realize this 
important adjunct. In our laboratories of pathology, 
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bacteriology, and chemistry the technique of the 
pathologist is constantly changing as more accurate 
methods of carrying out the various procedures are 
developed. These changes in many instances are ex- 
pensive because they necessitate instruments of pre- 
cision. 

There should be no criticism of the demand for 
the newest and best in modern medicine and in my 
experience I have yet to find a hospital administra- 
tor who is not most anxious to improve his service 
to the patient. It can be readily seen from the above 
that we cannot reduce the cost of hospitalization in 
the matter of equipment, but where the hospital is 
fortunate enough to be able to plan new buildings, 
a step can be taken in the effort to reduce the cost 
of hospitalization which our changing economic 
conditions require. 


Co-operation Between the Administrator 
and the Architect 


The first consideration confronting the adminis- 
trator when planning new hospital construction is a 
careful study of conditions so that the original cost 
of new construction will be kept within reasonable 
limits and even more important, that the building 
be so planned as to keep the cost of maintenance and 
operation at a minimum. Hospitals are very func- 
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Figure 4—Typical Bed Room 


tional and even though the architect selected knows 
hospitals, the administrator must analyze the func- 
tions of his particular hospital and present these 
problems for the architect to solve. In the beginning 
therefore, it is well to have a proper understanding 
of the relation of the architect to the hospital repre- 
sented by the administrator. If this relationship is 
maintained the best results are obtained because then 
each is qualified to do his part. The administrator 
must constantly check with the architect to make sure 
that he understands the problems and will not, in his 
enthusiasm, plan features which will neither aid 
in economic operation or in added service to the 
patient. 

Every new hospital building, to a certain extent at 
least, is an individual problem. This is true often- 
times because the new building must be made to 
function with existing buildings and also because 
every institution has its own problems due to per- 
sonnel, and the smooth and economic operation of 
each hospital will depend on how nearly the fair and 
reasonable needs of the doctors and nurses who are 
to use it have been met. The architect cannot be 
expected to know what is best for a particular in- 
stitution. It is the administrator’s prime considera- 
tion to outline these problems and it is then up to 
the architect, by a careful study of the technique by 
which procedures are presently carried out, to plan 
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the arrangement and equipment of the new build- 
ing so that it will function in a way to give the 
desired results. This statement applies equally to 
the nursing and dietary departments as well as to 
the medical and surgical services, Such planning 
may sound easy but best results can only be secured 
by painstaking study on the part of the architect 
of each procedure as now practiced in the hospital. 


Planning Contribution to Reduce Costs 


Having secured this very necessary co-ordination 
between the architect and administrator, let us con- 
sider specifically some of the problems of modern 
hospital planning which will assist in reducing the 
costs of hospitalization. In the limited discussion of 
this paper it is not intended to treat exhaustively the 
many details of modern hospital construction, the 
enumerable problems that confront us in new con- 
struction nor even to touch on all of the various 
units that make up our hospitals, instead attention 
will be called to some of the trends which may en- 
able us to more nearly meet demands for satisfac- 
tory medical and surgical care of the patients ; having 
in mind the ever present need for low cost in sup- 
plying this service, and that this lower cost of course 
must come without a restriction or reduction in the 
service. To this end buildings should be planned 
to enable us to render service with a minimum num- 
ber of employees and much can be accomplished by 
proper care in working out the details of the service 
that the patient is to receive from the standpoint of 
the doctors, the nurses, and the employees. In order 





Figure 3—Sterilizing Room 











Figure 9—Private Room 


to secure economical nursing supervision, a maxi- 
mum number of beds per floor that one graduate can 
properly supervise should be arranged. This num- 
ber may be greater for ward floors than for private 
rooms and it may vary depending on whether grad- 
uate nurses or student nurses are used, but the plan- 
ning, having taken cognizance of the various fac- 
tors, should provide a floor that is not too large for 
one graduate to supervise and not so small that the 
cost of supervision will be out of proportion. 


Materials of Construction 


The subject of the materials of construction has 
been treated at length in hospital publications by en- 














Figure 5—Toilet Room 










gineers and architects who have given us the results 
of years of research and practical experience. The 
so-called “marble palaces” of the past are no longer 
the ideal in hospital construction. Time has shown 
us that there are more economical types of construc- 
tion that are oftentimes even better suited to the 
purpose than some of the older and more expensive 
types. Selections of material throughout should be 
made only after careful consideration of ease of 
maintenance and elimination of noise. Hard sur- 
faced floors such as terrazzo or tile are indicated 
for all toilet rooms and may be desirable for serv- 
ice rooms, although asphalt tile with a slate base 
has also been found very satisfactory for service 
rooms. Rubber tile is best for corridors and if cost 
will permit is a desirable floor for the private rooms. 








Figure 6—“Clean” Utility Room 


For rooms a good alternate, if the cost must be 
reduced, is found in linoleum tile. For wards, as- 
phalt tile laid over concrete has the advantage of 
a semi-hard surface as compared with terrazzo 
and is considerably lower in cost than other types 
of floor covering; for base and border, terrazzo or 
rubber will be found satisfactory, in corridors and 
rooms. A glazed brick wainscot, shown in the cor- 
ridor illustrated (Figure 1) can be used without 
greatly increasing first cost and will eventually mean 
a saving in maintenance. Terrazzo may be used to 
advantage instead of tile as a wainscot in toilet rooms 
and bathrooms at a probable saving and with equally 
good results. Rubber floors for operating rooms 
have been found very satisfactory. 


Use as much acoustical treatment for the ceilings 
of new buildings as finances will permit. The result 
in comfort to all concerned from this sound absorb- 
ing material will repay the additional cost. In any 
event all corridors, elevator lobbies, utility rooms, 
serving rooms, toilet rooms, delivery rooms, labor 
rooms, and nursery should be so treated. 
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Arrangement 


The number and extent of operating rooms is en- 
tirely dependent on the requirements of local condi- 
tions. The illustrations (Figs. 2.and 3) indicate the 
saving in space with easier working conditions which 
can be secured by carefully working out the details 
of operating room procedures, and by recessing the 
necessary cabinets and sinks in the walls of the room. 

The arrangement of service rooms in a central 
location to cut down unnecessary travel is often 
stressed and in new construction can ordinarily be 
worked out, although local conditions may sometimes 
limit this to a certain extent when the new buildings 
must function in connection with existing buildings. 

A proper division of private, semi-private and 
ward beds with provision for the necessary segrega- 
tion of men, women, and children as well as for the 
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Figure 2—Operating Room 


various types of cases, is extremely important and a 
plan which permits of considerable flexibility with 
the possibility of the interchange of surgical beds for 
medical cases, for instance, will be a big help in 
increasing the percentage of bed occupancy and keep- 
ing down costs. Insofar as the private rooms are con- 
cerned, it is important to provide a percentage of pri- 
vate rooms to semi-private and other accommodations 
that will be in keeping with the needs of the insti- 
tution. This may be difficult to foresee but one of 
the lessons taught by the past few years is that part 
of the accommodations should be more easily inter- 
changeable, as need arises, from private to semi- 
private and from semi-private to ward service. This 
result may be attained by using a room just large 
enough for two beds that can be converted into a 
single room if necessary. The accompanying draw- 
ing to scale (Fig. 4) gives an effective and satis- 
factory arrangement for such a two-bed room which 
is not excessively large when used as a private room. 
In order to superimpose private room floors on ward 
floors multiples of the room shown will be found to 
work out well. By omitting a partition and elimi- 
nating one toilet joom from two such adjoining 














Nurses’ Station 


rooms, a four-bed ward is obtained. Larger wards 
can be arranged in like manner. 


The toilet in each room or ward is an important 
part of the simplification of the nursing service. 
This toilet should be equipped with bedpan lugs and 
bedpan washing hose and the toilet room (Fig. 5) 
should contain a ventilated rubber-lined cabinet for 
the storage of bedpans, urinals, and similar uten- 
sils. In the larger ward a toilet room should be 
separately provided for patients and a sub-utility 
room provided for the nurse. Such an arrangement 
in both wards and private rooms then makes the 
centrally situated utility room a “clean” utility room. 
This plan permits a major portion of the services to 








Figure 7—Serving Room 








A corner of the Main Kitchen 


the patient to be cared for locally and it is then not 
a serious matter if some of the beds are somewhat 
distant from the “clean” utility room which has 
been located as centrally as possible. Service rooms 
should be carefully arranged to aid in economy of 
effort and in the use of space. The photograph 
(Fig. 6) shows an arrangement of a “clean” utility 
room which includes the drug cabinet, sterilizers, 
supply cupboards, and an electric refrigerator which 
serves for the storage of biologicals and supplies ice 
for ice caps. An adjoining room is used for the stor- 
age of flowers, rubber goods, and additional supplies 
which are used on the floor. 


The serving room illustrated (Fig. 7) has no 
unnecessary floor space but is sufficiently large pro- 
viding no food is prepared nor dishwashing done 
in this room. The use of a trayveyor and electric 
dumbwaiter (Fig. 8) permits the preparation of all 
food in the main kitchen and the return of the soiled 
dishes to a central point, eliminating the smell, noise, 
and confusion incident to both cooking and dish- 
washing. There unquestionably will continue to be 
much debate as to the type of food service best suited 
for hospitals, because the best ultimate type of such 
service has not yet been provided and the problem 
will continue to be settled by the individuals con- 
cerned. However, even if central food service does 
not seem to be desirable for all hospitals even in new 
construction, one should at least consider the desir- 
ability of central dishwashing for all patients. Cen- 
tral service for between-meal nourishments by means 
of a dumbwaiter will be found easier to administer 
and more economical in the use of food supplies 
even if central service for food at mealtime is not 
used. 

A room which should not be slighted in the new 








building is the janitor’s room which has grown from 
the tiny closet with a slop-sink to a larger room 
where there is ample space for brooms, brushes, and 
janitor’s supplies. The paper and dust chute should 
connect with this room so that in the emptying of 
waste baskets, etc., dirt and noise may be confined 
and kept out of the corridor. A slop-sink is not 
necessary for the janitor’s room because a receptacle 
formed of terrazzo with a floor drain and with a 
pail-holding faucet over it answers the same pur- 
pose and is actually more satisfactory. The clothes 
chute for convenience is best located centrally in 
either the main corridor or in a lateral corridor. 

The change from the low, pavilion type structure 
of a number of years ago to a satisfactory multi- 
storied building is dependent on the vertical trans- 
portation. Much thought has been given to 
the best location for both patient and service 
elevators but this problem can best be answered 
by a study of individual conditions, although it is 
definitely better practice not to have the elevators 
open into the main patients’ corridor because of the 
noise. While on the subject of elevators it is well 
to note that only the gearless elevator, the speed of 
which is controlled by voltage variation, should be 
considered in spite of the somewhat higher cost. 
This type of elevator from the standpoint of a mini- 
mum of noise alone is by far the most desirable. 
Hospital elevators of recent years in buildings of 
more than four floors, have been of the high speed 
type. When the elevator service is not too demand- 
ing and when two or more elevators are to be in- 
stalled, the use of one full automatic, push-button 
elevator for the staff and personnel has been found 
adequate and more economical. Such an arrange- 
ment may obviate the necessity of twenty-four hour 
elevator operator coverage, as, for instance, during 
part of the night when the calls are very infre- 
quent. 

Equipment and Furnishings 

Air conditioning equipment for operating rooms 

must be given careful thought in new construction 
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Figure 8—Trayveyor in, Kitchen 
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and although more expensive, a central system is, up 
to the present time, the most satisfactory type to use. 
Such a system will provide heating, cooling, and 
humidification and will guarantee for our operating 
rooms a humidity of 54 per cent or more, which is 
absolute assurance against danger from a static spark 
where explosive gases are used. Such a guaranteed 
humidity will obviate the necessity of other expen- 
sive precautions from a construction standpoint to 
prevent the generation of a static spark. Air should 
not be recirculated in the individual operating rooms 
but should be exhausted to the outside. (See Fig. 3) 
The sparkproof or vapor-proof type of switches and 
motors must be used in all operating rooms where 
explosive gases are administered to prevent an ex- 
plosion from a direct spark. It is perhaps needless 
to add that the use of a cautery or open flame of 
any kind in an operating room where explosive gases 
are used would be prohibited by proper operating 
room technique. 


Air conditioning should be used for the nursery 
and for some of the private rooms and here indi- 
vidual units (Fig. 9) will greatly improve air con- 
ditions. It is especially desirable that we provide 
air conditioned rooms for our allergic patients. The 
cost for use in a big way is still too great and until 
such time as less ‘expensive and simpler equipment 
can be supplied, hospitals must get along without a 
great deal of air conditioning, although it would seem 
the part of wisdom to install ducts in new construc- 
tion looking to the future installation of air condi- 
tioning apparatus. 

The subject of ventilation which is linked up with 
air conditioning is important and a saving in first 
cost here will be regretted later, to which fact air 
conditions in some of our older hospitals which have 
no artificial ventilation will certainly testify. In ad- 
dition to ventilation which will of course be sup- 
plied for kitchen, utility rooms, toilet rooms and 
many inside rooms, some artificial ventilation should 
be provided for the larger wards at least. 

Proper lighting is of prime importance in new 
hospital construction. This feature is a study by 
itself both for operating rooms and elsewhere. 
Newer installations use indirect lighting largely and 
what an improvement this has made. Night lights 
for the corridors (Fig. 1) and for the patients’ 
rooms are necessary, and in connection with the pa- 
tients’ rooms use a noiseless, mercury switch which 
will not arouse the patient when the nurse switches 
on the night light. The addition of a dictograph or 
other sound system of nurses call, in connection with 
the conventional light system, will save nurses’ steps 
and improve the service. The type of doctors’ call 
system is best decided by local conditions. At the 
Robert Packer Hospital the light system was tried 





Figure 1—Corridor 


and was not found as effective as the previous ticker 
system, so now both are used to secure the best re- 
sults. Installation of a centralized radio with two 
or three channels will permit regulation of volume 
for loud speakers in the private rooms and will prove 
to be decidedly advantageous. Plugs provided at 
each bed for. the use of ear phones or radio pillows 
will permit the advantage of radio for ward patients 
without annoyance to others. Circulating ice water 
(Fig. 1) for both corridors and serving rooms will 
be found an economy. Some type of pivot windows 
or some arrangement for washing the outside of the 
windows from the inside will save money and will 
obviate the worry of having the window washer 
hanging from the outside of the building. 

In concluding this discussion on new construc- 
tion, let me add that the demands of the public 
in regard to hospitalization are much more exacting 
than they were a few years ago. Whether these 
demands come from a desire for “the more abund- 
ant life” or for some other reason, or whether the 
administrator entirely agrees or not, he must never- 
theless plan to provide more comforts and sometimes 
perhaps luxuries, not alone for the private patients 
but to a certain extent for the ward patients. The 
radio mentioned has become a part of American 
life and must be furnished. The ever increasing 
amount of smoking requires proper provision for 
patients and their friends and more space must be 
arranged for solaria and waiting rooms. Not alone 
in supplying equipment must these things be kept in 
mind, but it is necessary that good taste, care, and 
judgment be exercised in the decoration of hospital 
rooms and wards and in the selection of furnishings 
that will aid in giving a more comfortable and home- 
like surrounding for those who are ill. 








S vc: THE ADVENT of the nurse anesthetist, 
the medical profession has discussed the pros and 
cons of nurse anesthetists versus medical anesthetists. 
The lack of opportunity for earning a livelihood in 
the limited field of anesthesia as a specialty of medi- 
cine accounts for the scarcity of trained medical 
anesthetists. The nurse anesthetist, therefore, is a 
development of necessity. Her position did not 
originate from choice. 


The problem of administering anesthetics at the 
Jewish Hospital, however, has long been solved. 
For the past eighteen years, this highly specialized 
service has been in successful operation under the 
direction of well-trained medical anesthetists, who 
are all engaged in the private practice of internal 
medicine. 

Our anesthetic staff consists of one director and 
five members of the attending staff. The position 
of the director is largely supervisory. The mem- 
bers of the attending anesthetic staff give all the 
routine anesthetics and supervise and instruct the 
interns in the administration of anesthesia. The 
anesthetic department is given equal recognition in 
all staff organization matters with the surgical, medi- 
cal, gynecological, genito urinary, dermatological, 
and other departments of the hospital. 


The Plan of Operation 


On the afternoon preceding an operation, a super- 
visor of the operating room assigns each anesthetist 
in rotation to a surgical case for the following morn- 
ing. Thus, the anesthetist is given ample time to 
familiarize himself with the patient and the nature 
of the operation, and also to talk with the surgeon 
in charge. 

Beside the rotary service, each member of the 
anesthetic staff is subject to call for one week for all 
emergency cases during this period, and he must 
keep in close touch with the hospital during the day 
and night. If for one reason or another, a member 
of the anesthetic staff is unable to answer the emer- 
gency call, the next attending anesthetist in rotation 
is notified. 


In cases where a special anesthetist is ordered by 
the surgeon, at the request of the patient, whether 
he be a member of the anesthetic staff of the hos- 
pital, or any other competent anesthetist, not a mem- 
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ber of the anesthetic staff, a special charge is made. 
In this instance, this case ceases to be an anesthetic 
staff matter, and the hospital assumes no responsi- 
bility for the charges made to this patient. The 
patient receives a bill direct from the anesthetist. 


When the hospital staff anesthetist administers the 
anesthetic, the hospital includes the charge on the 
patient’s bill, and collects the fee for the anesthetist. 

In all free cases, the members of the anesthetic 
staff are called in rotation, and they administer the 
anesthetic free of charge. Our plan, therefore, as- 
sures the hospital of twenty-four hour anesthetic 
service at no cost whatsoever to the hospital. 

The following regulations and rates of charges 
prevail in our anesthetic department: 


Surgical Department 

Private room patients using the hospital staff 
anesthetist shall be charged $8.00 per hour or frac- 
tion thereof. 

After the first hour, private room patients shall 
be charged $2.00 for each full fifteen minutes. There 
shall be no charge for a fraction of fifteen minutes. 

Whenever an anesthetist is called to the surgery 
after hours, private room patients shall be charged 
$12.00 for the first hour. The usual rate of $2.00 
for each full fifteen minutes shall prevail in the sec- 
ond hour. In no instance is the second hour to be 
considered an emergency. 

Private ward patients using the hospital staff 
anesthetist shall be charged $5.00 per hour or frac- 
tion thereof. 

After the first hour, private ward patients shall 
be charged $1.25 for each full fifteen minutes. 
There shall be no charge for a fraction of fifteen 
minutes. 

Whenever an anesthetist is called to the surgery 
after hours, private ward patients shall be charged 
$7.50 for the first hour. The usual rate of $1.25 
for each full fifteen minutes shall prevail in the sec- 
ond hour. In no instance is the second hour to be 
considered an emergency. 

After hours shall be considered any time other 
than 8 a. m. to 1 p. m. daily. 

In no instance shall a staff anesthetist’s charge ex- 
ceed the sum of $20.00 in the Surgical Department. 
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lene shall be $3.00 per hour and 75 cents for each 
additional fifteen minutes or fraction thereof. 

A minimum charge of $1.50 shall be made for the 
gas and oxygen used. 


Obstetrical Department 
Private ward patients using the hospital staff 
anesthetist shall be charged $5.00 per hour or frac- 
tion thereof. 
After the first hour, private ward patients shall 
be charged $1.25 for each full fifteen minutes. There 


. shall be no charge for a fraction of fifteen minutes. 

After hours are not considered in the Obstetrical 
} Department. The regular rates shall prevail regard- 
: less of the time. 


In no instance shall a staff anesthetist’s charge 

exceed the sum of $10.00 in the Obstetrical Depart- 
; ment. 

The anesthetist’s fee shall not be included in the 
private flat rate maternity charges. (The anesthetist 
sends his own bill for services rendered direct to the 

patient. ) 


The Treatment of Retirement and Replace- 
, ment Costs of Hospital Equipment 


ey HE COMMITTEE appointed by the New 
York Conference on Hospital Accounting made a 
careful study of depreciation of hospital equipment, 
and the results of this study afford a satisfactory 
basis for the charges for any depreciation of equip- 
ment in the majority of hospitals in the United 
States. 

| The following list was incorporated in the report, 
with the actual percentage rate of depreciation : 


Permanent building equipment: 

hot water heater and tanks...... 
| |. BeBe Rear rs ee oa 
SE aN at Se ar eae ee 
QEHGEAIOTS bee kcnowes we 
CN OC a ab ends ae hee 
TIE 5 5556 ks ane izaes 
ge | es ore 
ventilating system ..........000e: 
heating fixtures and piping........ 
plumbing fixtures and piping...... 
lighting fixtures and wiring........ 
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The charge for the use of nitrous oxide and ethy- 


The charge for the use of nitrous oxide and ethy- 
lene shall be $3.00 per hour and 75 cents for each ad- 
ditional fifteen minutes or fraction thereof. 































A minimum charge of $1.50 shall be made for the 
gas and oxygen used. 

Whether or not the hospital has collected for 
anesthetic service, the hospital staff anesthetists shall 
be paid the net amount each month after a deduc- 
tion of five per cent has been made for non-collection 
of bills. 

Our plan offers many advantages. The intern 
is benefited by the instructions received from trained 
medical anesthetists, and is able to round out his 
medical education. The opportunity to accept private 
cases makes it possible for the anesthetist to add ma- 
terially to his income, and enables him to establish 
a reputation among doctors as well as patients, and 
thus create a demand for his services. The plan 
operates at no cost to the hospital. But most im- 
portant, each patient, whether private or free, is 
assured of a trained medical anesthetist. 

Why not train your own medical anesthetists, and 
organize an anesthetic staff service in your hospital ? 


switch board and feeders.......... 5 
PINE. 55 Famnetic asks ontaaees 5 
COR SPN No 5 54 ie eces Bae cane 6% 
vacuum cleaning system........... 6% 
conveying system (mechanical or 
oerenatic) 35 ak casiiciwacees 6% 
INGMETOLOES: 55 a eee es 6% 
refrigeration machinery and piping 6% 
linoleum and composition tile floor 
COMMING: 5 6 Virsa eee 10 
WinldOW SCTEENS ......6000cceeee. 10 
ey er ee rg ere ee 10 


Office furniture (general offices, li- 
brary, reception rooms, lounges, 


etc.): 
DOOK :caSe8= ic eos cheers + 
SOEUR oi i vs che Ge ees sokwkivin 4 
lockers: i os 4 ieee 5 
TP em rm t sk rae 6% 
chatre—dedke? ci 5 Seen waens 6% 
typewete . ibs cieces ceca 6% 





clothes racks 
filing cabinets 
storage cabinets ................ ; 


lounges 
settees 
benches ..... 


cash registers 

adding machines 

computing machines 

accounting machines 

mimeographs 

duplicating or multigraph machines. 
telautograph 

dictaphone machine 

check protector 


ladders 

water coolers and drinking fountains 
(not built in) 

time clock and payroll card files. ... 

books (medical) 

RN os Foca cde Read Dens 


General furniture (private rooms, 
wards, nurses’ home, internes’ 
quarters, executives’ apartments 
and help’s quarters) : 

book cases 
CE 6 Si cutee. vec Soe eka 
beds 
cribs 
bassinettes 
bedside tables 
dressers 
Chests of Grawere.. oo becca ee 
chairs—easy 
straight 


tables—library 


bedside 
radios, phonographs 
PUNE nc ceca Mabe re asker ecmewuke’ 
floor and table lamps 
pianos 
projection machine 
moving picture machine 
pool tables 
drapes 
wheel chairs 


General medical and surgical equtip- 


ment : 
sterilizer—mattress 
instrument cabinets 
tray cabinets 
medicine cabinets 
solution cabinet 
sterilizers—instrument 
utensil 


dressing 


chart desk and chart rack 
blanket warmer 

work tables 

eye magnet 

examining tables 

operating tables and pads 
delivery tables and pads 
instrument tables 

baby trucks 

bed pan racks 

fracture bed 

incubators 

dressing carriages 

X-ray viewing boxes 
anesthetizing machines 
solution stands 

irrigating stands 

operating stools 

soap dispenser, large 
sponge racks 

dental chairs 

dental treatment unit 
electrocardiograph machine 
stretcher carts 

pulmotors 

oxygen tents, motor, truck, etc..... 
emergency lamps 
metabolism apparatus 
cystoscope 

blood pressure apparatus 20 
breast pumps (electric) 20 


Laboratory equipment: 


microtomes 10 
microscopes 10 
centrifuge : 10 
colorimeter 10 
spectroscopes 10 
incubators 10 

10 
ehemistry tables 10 
work benches 10 
balances 10 
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ON ie Beek cei ee bagels hs 
RAO oe ie HCA Ce EA 
micro-photographic apparatus ..... 


X-ray equipment: 

MSTA APPareeds sips inn cde owe 
radiographic table ............... 
bucky diaphragm ................ 
PUN oni in cee eer eees 
A i065 bi ea 
CHT EE WIREO os ods ca Sek 

film. storage chests..........-.:.+. 
x-ray therapy apparatus.......... 
SICPOO SCO ise SSS. oe SS nie dae wits 
VIO FH iio oo oe ERS 
CASSCRES ie 4g Fe ae rey Wea OS a chee 
developing tanks ............5... 


Physiotherapy equipment: 


ME SOIR 0655S RR ees 
OIE 56 oon be Seis 
WRENS Si Seco iw a 
sinusodal apparatus .............. 
galvanic apparatus .............. 
high frequency apparatus......... 
WRU ees Hisiaw sei oad 
CRI TAR 6. os evig. sis ae ke eas 
deep therapy lights............... 


Dietary equipment: 
CHET os oan pAd dS kb 
CI oie ces) Gan wneeewes 
CE hha Ws wn a hes wh ape mk 
COME POR 8. ca ns Vaumeans 
vegetable steamers ... 
WU eis wich hae bn cent 
CERNE SEINE: es ok heey HERS Se See 
coffee, water and milk urns........ 
WE SUNN he oo ie aes 
DOG MINES sie t eeS « ccconewinns 
OGSRORS 15.4 shah icrmcikieny bisa 41s ehee es 
COO OI ois 6h eae ee) 
is ee. rn eae 
MICRT CRODUNNS 3). co in i eee 
DA TROGIR on ks oe. eS ae ee bs 
a, a RS are 
ME ON ois Si os 6 555 rae es 
DOORS MOUNTS cocci ctainiees’. 
ice -Crést STOCwet wc eee se 
PUP 8 Ses ss aes ss 
CO NE oa iis eee eavace ke 


Laundry and linen room equipment: 
WASMRIE STIRCRING 6.0 onc 6 vic caine es 
wringers (extractor) ............ 
GU GUE SRA eR Ob 
SO ig ie RENE eres 
VR 6b Ha Ee 
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Gat: work irntet.. 3. a oR eS 


PRE ERR eet a 6% 
hand ironing boards (complete with 

MOOR) a foc ees Conseco ceas 6% 
Wiel tench 3 Ae 6% 
GGUVETY ATUCNS ob. 8 4h 6% 
lets tae es Oa 6% 
SOwing MRCS <5 6 os ok ce ees 6% 
HCN: MAWES ese cceheseen 6% 


Housekeeping, storeroom, garage and 
mechanical departments equipment: 


work benches. 00s ck cenewecss 6% 
bins or containers (not built in).... 6% 
MV bs SESE RS bE es ee 10 
SORE G6 .63 ss eens Chea ee 10 
Sates sc bo Gas SiN a ae RRR 10 
OMS os oS Pe Se 10 
fire extinguileere: «i650 is. kne cas 10 
electric fame oak 55 85 ARGS 10 
tralia © 6. i cias iad meee 10 
ROO WANE ie Se ARR ORAS 16% 
vacuum cleaner (portable)........ 16% 
paint spraying machine...... twee 16% 
> Maree pnty ites Ctr areca TF 16% 
Gelieery MO i ic Fe eee Se 20 
statinel WEQOR 68 sick. as sce sabss 10 
other automobiles owned by hospital 20 


This list has been incorporated in the excellent 
Handbook for Hospital Statistics, prepared by the 
Division of Research and the Division of Medical 
Care of the Department of Social Welfare of the 
State of New York. 


en 
Driving in Winter 
1. Always drive with at least one window partially 
open for ventilation. With the “no draft” system 
of ventilation a partial vacuum is developed inside 


the car which tends to suck air from under the hood. 
Such cars need more than one window open. 


2. On long trips it is an excellent rule to drive 
fifty-five minutes of any hour and then get out of the 
car and stretch and exercise for five minutes. In the 
long run this “lost” five minutes can easily be made 
up while the ride itself will be made more enjoyable 
and safer. 

3. Close all apertures in floor boards. 

4. A periodical inspection of the exhaust system 
is good insurance. A new gasket is cheaper than 
a casket. 

5. Become carbon monoxide conscious before 
you become carbon monoxide unconscious. 

—Health News, New York State 
Department of Health. 








Operating Room Technique 


MARIE DOWLER 
The Jewish Hospital, St. Louis, Missouri 


with a closed staff presents 
fewer problems in standardization of operating room 
technique than one with an open or semi-closed 
staff. The Jewish hospital has a semi-closed staff 
but also has been very fortunate in having surgeons 
who have willingly accepted the technique as adopted 
by the regular staff. 

Our organization in the operating room represents 
the personnel required for’ an average of 235 opera- 
tions per month, including 80 majors and 155 minors, 
A supervisor, an assistant supervisor and three grad- 
uates, eight students, one maid and one orderly. We 
also have some volunteers from the ladies’ work- 
room not included in this list. They, however, do 
not do their work in the department proper but have 
a workroom down on the ground floor where they 
are as far away from the department almost as they 
can get but actually are of very great help. The 
supervisor is in closest contact with the surgical staff 
—the resident surgeons, seniors, juniors, anesthetists, 
assistant anesthetists, maid and, of course, graduate 
and student nurses. When any problem arises in 
the department which can not be taken care of by 
the supervisor, she refers it to the principal of the 
school of nursing, who in turn refers it to the super- 
intendent of the hospital. The supervisor creates 
to a certain extent the esprit de corps of the depart- 
ment, inasmuch as she does work in close coopera- 
tion with all these various members of the person- 
nel. 


The Supervisor's Responsibilities 


She is, of course, responsible for the technique 
carried out in the department, and that includes 
major routines and minor routines, as well as the 
all-important surgical work. She is responsible for 
the operating room schedule although it is necessary 
for her to cooperate with the chief resident surgeon 
and chief anesthetist in planning it. She shall see 
that all the hospital regulations governing the staff 
are carried out. She is responsible for teaching 
student nurses. She assigns duties to the graduate 
nurses and cooperates with the graduates in the as- 
signment of student responsibilities. The supervisor 
has one assistant and three graduate nurses on the 
general staff. One graduate has specialized in 
scrubbing and assisting with abdominal surgery 
and plastic surgery. Another has charge of the 


physio-osteopathy and physiotherapy departments. 
Although when she isn’t busy there she helps out in 
the operating room proper. A third graduate has 
charge of the eye, ear, nose and throat department 
and supervises students in that specialty. An assist- 
ant supervisor has charge of the bronchoscopic de- 
partment and assists with neurological surgery. 

The students have a two-months’ assignment in 
the operating room. During the first two days we 
take them on what might be termed a tour of the 
operating room. At that time they become ac- 
quainted with the equipment, its care and use, they 
learn where the supplies are kept, they observe in 
rooms where minor surgery is being done, and then 
they go to the eye, ear, nose and throat department. 
They stay there two weeks. Then they start scrub- 
bing. They scrub for a graduate first, until they 
prove themselves capable. Students do not during 
the course of training scrub except under supervision 
of the graduate nurse. Unless the student is sur- 
gically inclined, she doesn’t scrub for major cases. 
We do try to have a graduate nurse in every operat- 
ing room at all times. Sometimes when the schedule 
is very, very heavy it isn’t possible to do that. 

Now, in case these individual responsibilities may 
seem too pigeon-holed, I should like to point out that 
every graduate is prepared to relieve in any depart- 
ment in case of vacations, sickness or where an 
emergency arises. 


The Resident Surgeon’s Responsibilities 


The resident surgeon is responsible for a com- 
plete physical examination of the patient before the 
operation. He also prepares a complete history on 
a separate form, which goes to the department of 
pathology, with the surgical specimen removed at 
the time of operation. He is responsible for teach- 
ing the interns the methods of scrubbing, the prepa- 
ration of the field for operation, and is also respon- 
sible for their technique in the department, although 
the assistant supervisor is held wholly responsible. 
It is her duty to speak to anyone who fails to adhere 
to it. 

All out-in laboratory work must be complete. In 
fact, the anesthetist doesn’t start the anesthetic until 
she looks at the chart and sees that complete data 
have been reported. Perhaps you may be interested 
in our present operative routine. 
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For major operations our patient is admitted not 
later than four o’clock the day previous to the oper- 
ation. This gives plenty of time for a complete phys- 
ical examination and routine laboratory work to be 
completed and reported on the patient’s chart. All 
nursing operative technique is decided upon and 
adopted by the chief of the staff and the principal 
of the school of nursing only after consultation with 
the attending surgical staff. 


Methods of Sterilization 


Enameled ware is autoclaved for 30 minutes at 
15 pounds pressure. Linen, gauze and cotton, and 
this includes packings, anything that might be used 
in the operating room proper, is sterilized 45 min- 
utes under 15 to 20 pounds pressure. Rubber goods, 
gloves and anything of soft rubber, rubber tubing, 
is autoclaved 15 minutes at 15 pounds pressure. 
Solutions in flasks, and this includes chiefly distilled 
water, salines, glucose, is autoclaved for 30 minutes 
at from 15 to 18 pounds pressure. Dull instruments 
are boiled for 20 minutes in soft water. Sharp in- 
struments, such as knives and scissors, are sterilized 
in phenol, 5%, alcohol 90%. Catgut is stored in 
bichloride after being cleaned thoroughly with green 
soap and water. We have found sterilizing enameled 
ware in the autoclave to be much better than boil- 
ing because the water rings are eliminated as well 
as any other discoloration caused by repeated boiling. 

We use Bristol Reporting Charts as a daily check. 
And then once a week we use the controls. The 
autoclaves are tested further about once a month 
or whenever we obtain sporoblast organisms. And 
we include a tube of each spore in every 15 minute, 
30 minute and 45 minute runs. 


Planning for the Patient 


Our patients are surgically prepared the night 
before the operation. The necessary shaving is done 
and the field is washed well first with green soap and 
then with alcohol. 


If the operations begin and end according to 
schedule, the patient is sent for 15 minutes before 
the time for the operation. You see, we do not have 
an anesthesia room. The patient is taken directly 
into the operating room as soon as he arrives at 
the department. We make every effort to avoid the 
patient arriving unnecessarily early or arriving in 
a rush because we figure one evil is as bad as the 
other. The patient is brought to the operating room 
by the orderly, accompanied by the floor nurse. The 
floor nurse is excused by someone from the operat- 
ing room. And this has been brought about by the 
fact that many times in the operating room it is un- 
necessary to make a rule that the floor nurse should 
stay with the patient until the patient is anesthetized. 





Ordinarily we have two student nurses who circu- 
late in the room. 


The patient is put on the table. The chart is in- 
spected by the anesthetist. The patient is not 
strapped down to the table, the hands folded or tied 
down until the anesthetist gives the signal. We give 
the patients ethylene. We have been using quite a 
bit of ethylene, and the patient is put well asleep. 
But ordinarily with a patient given a light hypoder- 
mic, it is advisable to wait until the anesthetist gives 
the signal to tie the patient down. 

The hands are strapped inside the table. If the 
patient is going to be in a prone position, the shoul- 
der braces are adjusted by the circulating nurses. 
The field of operation is exposed. The doctors are 
all properly gowned. There is an effort made to 
have the patient draped and ready for the surgeon to 
begin as he comes into the room. 

There are times when we cannot have two stu- 
dent nurses circulating in the operating room. When 
we do, we usually try to have one student who can 
go ahead with the routine who knows how to go 
ahead. This student has been in the operating room 
long enough so that she is thoroughly schooled in 
the routine. 


Preparing the Field of Operation 


The sheet is pulled down, the field of operation is 
exposed and the gown is folded from the top up 
in preparing and exposing the field of operation. 
A special effort is made to eliminate any unnecessary 
wrinkles in the draping. The gown is folded up 
to the nipple line and the blanket pulled down below 
the cubitus. The abdomen is prepared first by pro- 
tecting the towel or blanket over the patient with 
another towel. This protection prevents any iodine 
or alcohol running down onto the patient and the 
patient will not get a burn. The iodine is applied 
by beginning at the line of incision first and then 
rotating over the area to the outside, touching the 
umbilicus last. After the umbilicus is prepared— 
first, by using the iodine-alcohol preparation. The 
nurse who is applying it must be very, very careful 
that the sponges are not so saturated that a drop 
runs down the side and gives the patient a burn. 
After this, the patient is then draped with another 
towel over the towel put on before. A towel is 
placed on each side of the incision and a towel over 
the chest. The towel at the bottom is placed over 
the other towel. That indicates the patient has had 
a general anesthetic. Another sheet is put over the 
screen, the lower edge of the sheet coming down 
to the top of the incision, the other end going on 
laterally over the screen. Thus we have two thick- 
nesses above. The top sheet consists of a sheet which 
has been split in the middle, the top end coming just 





up above the margin where the half sheet comes and 
covering the patient well. ‘ 
Then the instrument table is put in its place and 
is uncovered by the graduates. The incision is 
made. After the incision is made, a clean knife is 
taken. The one that has been used to cut through 
the skin is completely discarded. And at this time 
there is always quite enough for the circulating 
nurses to do. Among many of the things they must 
watch out for is keeping the floor clean, keeping the 
sponges well piled up in the foot tubs. We count 
all our little sponges, all our loose sponges. They 
are sponges that measure four inches by four inches. 


Our ligatures are wrapped on a sponge. That is, 
instead of being cut into exact lengths or being 
wrapped around tubes of catgut or being wrapped 
around metal spools, they are on a sponge. We find 
this is convenient because if we drop it to the floor 
there is no noise, and in the case of a catgut tube 
there is no catgut broken. And this sponge on which 
the catgut is wrapped is included in the regular 
count of sponges. 


The Sponge Count 


After the peritoneum is opened, all loose sponges 
are removed from the table. And sponges on 
the sponge holder provided for that purpose are 
used for any sponging that might have to be done. 
After the peritoneum is opened, we have abdominal 
strips, which are strips of gauze that vary in length 
from a yard to three yards long and from two 
inches to nine inches wide—we have three sizes of 
these strips—placed in a folded towel with the for- 
ceps on the end and the loose end out. 

Now these strips are handed up wet. So we put 
them in a sterile dry towel to keep the moisture from 
soaking through onto the sterile field. These strips 
are used to back off the abdominal organs. They 
are also included in our sponge count. 

Meanwhile the circulating nurses have been piling 
sponges in piles of five in the first basin and piles 
of ten in the second basin. Now the scrub nurse 
gets ready to count her sponges. She must count 
them before the peritoneum is closed. She must give 
a complete account of those sponges. So she counts 
the sponges on her table, looks down to the tubs to 
see how many piles are there, and the odd ones are 
piled around so they can easily be seen, too, and 
the number she has on her table plus the total in the 
foot tubs adds up to the original number, which she 
counted while setting up. The report of the sponge 
count is recorded in a book, for that purpose, the 
flat sponges and abdominal strips, the numbers of 
each and sizes. There is only one size of small 
sponges, but there are the strips, maybe one yard or 
three-yard strips. Those are all listed separately. 

When the sponge count is correct the peritoneum 


is closed. Our sutures are placed in a towel in layers 
according to the order in which they are going 
to be used, our peritoneal sutures first and each suc- 
ceding suture following. The needles are all 
placed under the towel. This protects the needles 
from the air, prevents broken sutures and prevents 
any possible contamination. 


The Surgical Dressing 


The dressing we use is two flat pieces of gauze, 
or four or five, as the occasion demands. One side 
of the abdominal pad is a plain absorbent cotton. 
The other side is a non-absorbent cotton. If the pa- 
tient has much drainage, the non-absorbent dressing 
prevents the drainage from coming through onto the 
abdominal binder. The dressing is kept in place by 
four wide strips of adhesive. This gives extra ab- 
dominal support. 

All tables are set up between operations. We 
don’t use anything that has been used in one opera- 
tion in another. operation. By that I mean, we don’t 
set up our tables with one reserve table and use 
everything off that reserve table for all the opera- 
tions that are going to be done in that room in any 
day. All the tables used in any operation are set 
up especially for that particular operation. 

The patient is accompanied back to the room by 
the operating orderly and anesthetist. The anesthe- 
tist remains with the patient in the room until re- 
lieved by the nurse on the floor, who takes that 
patient over. 

sili 


Hospitalization Scheme for Women Only 


The Canadian Hospital reports a new and unique 
plan for group hospitalization. This plan is offered 
to Montreal women and has attracted the interest of 
hospital authorities throughout the country. 

So far as is known, it is the only one on this con- 
tinent where the appeal is entirely to women and 
children subscribers. 

The newly-formed Women’s Hospital Service As- 
sociation, headed by Miss Guinevere, who has been 
for many years prominently identified with the ac- 
tivities of the Women’s General Hospital here, offers 
hospital service at a fixed annual or other periodic 
fee to groups of women numbering not less than 
twelve. Benefits, which may be obtained for the 
sum of $1.00 membership fee and seventy-five cents 
a month, include a semi-private room for twenty-one 
days each year if required, with type of meals pre- 
scribed by the physician, complete operating room 
service, anesthetic fee, general nursing care, ordinary 
medicines, surgical dressings, and routine laboratory 
work. 

The plan is a strictly non-profit-making venture 
and any surplus will be held for the benefit of sub- 
scribers in succeeding years. 
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Food Service in the Small Hospital 


LULU G. GRAVES 
Consultant, New York City 


F’.. A NUMBER OF YEARS there was in the 
American Hospital Association a Committee on 
Foods and Equipment for Food Service. This com- 
mittee had the well-known habit of sending ques- 
tionnaires to hospital executives. Some of the data, 
thus acquired, is not irrelevant here. 

Replies received by the first committee showed 
that somewhat less than one-half of those answering, 
about one hundred hospitals, with no distinction as 
to size or location of the hospital, had satisfactory 
food service. Two years later this committee, with 
Paul H. Fesler as chairman, sent questionnaires to 
five thousand hospitals of fifty beds or less. The 
object of the questionnaire was to find, among other 
things, if a dietitian was employed; if not, who 
planned the menus, who outlined the special diets, 
who taught dietetics to nurses. 


Two thousand replies disclosed, that although one- 
third had nurses’ training schools, few had graduate 
dietitians. Menus were planned by the superintend- 
ent, by floor supervisors, by the matron, the cook, 
and a few by the combined efforts of two or more 
members of the staff. 

The committee in reporting said: “There is no 
question but that these five thousand smaller hos- 
pitals of America present the greatest problems in 
the care of the sick, and must not be overlooked in 
the program of our association. We recommend 
that a committee be appointed to study this prob- 
lem.” These reports were made eight and ten years 
ago. 

The past year a survey of all hospitals in New 
York State (643) was made by a committee for the 
American Dietetic Association. This was done for 
a different purpose, but the results indicate that the 
situation in the dietary departments of small hospi- 
tals has not improved in the past ten years. 


Good Dietary Service in the Small Hospital 


There is no real reason why a small hospital 
should not have a good dietary service. As a mat- 
ter of fact there are a few reasons why it might 
have a better department than a large hospital. A 
number of small hospitals with excellent food serv- 
ice demonstrate the truth of this. Inter-depart- 
mental cooperation and more efficient control of af- 
fairs in general have been more successfully accom- 
plished in small hospitals than in large ones due to 


the fact that each department head has more inti- 
mate knowledge and understanding of the activities 
in other departments. 

It has been repeatedly demonstrated that an un- 
satisfactory food service costs more than a satisfac- 
tory one under competent control, the difference in 
cost being due to waste and extravagance in the 
poorly managed one. In no small measure efficiency 
is affected by the planning of the rooms and the 
arrangement of equipment. The day’s work may be 
greatly hindered or expedited by these factors. Too 
large a kitchen may be as inconvenient in which to 
work as one that is too small. The amount of time 
and energy wasted in traversing unnecessarily large 
areas may reach a staggering total in the course of 
time. 

Having all activities merged in one room is likely 
to produce confusion. If separate rooms are not 
possible, a partition extending part way up from the 
floor will serve to eliminate some of the confusion, 
and at the same time, it will not interfere with light- 
ing and ventilation. Not infrequently dishwashing 
and vegetable preparation are placed in the same 
room. Presumably because both operations are of 
necessity disorderly and unsightly, this disposition 
seems to take care of them in the easiest way. It is 
neither desirable nor economical. The double ar- 
rangement invites either discord among the two sets 
of employees or provides a loafing place for those 
from other departments. It tends to increased break- 
age of dishes and additional outgo of fruits and vege- 
tables. Temptation is strong where appetizing foods 
are at hand and the fewest possible number of per- 
sons should be subjected to it. 


The Arrangement of Equipment 


The placing of stoves, tables, sinks, refrigerators, 
and cupboards in order that each worker may be 
undisturbed and that the food may move forward 
without interruption makes for prompt meal service. 
Conversely, if the arrangement necessitates one em- 
ployee working around another or the repeated cross- 
ing of paths, there is confusion and delay. 

Manufacturers provide a wide choice of equip- 
ment today so that materials and prices may be 
adapted to practically any budget. Late models are 
trim and neat, easy to care for, and convenient to 
use. They are attractive in design and built for per- 














Steam Jacketed Kettle with Tubular Legs 


manence. No fancy trimmings should be accepted 
on kitchen equipment. When purchasing, durability 
and cost are the two points ordinarily kept in mind. 
Other factors not to be overlooked are cost of re- 
placements and repairs, cost of up-keep, ease of 
cleaning, and in some instances, it would be well to 
ascertain if the specific unit is needed. When dura- 
bility is the major consideration, the cost of replace- 
ment and up-keep is less and the annoyance of hav- 
ing an article out of service for repair is decreased. 

Modern, equipment has been constructed with a 
view to reducing the problem of keeping it clean. 
Sinks and tables made of one of the alloy metals in 
a single smooth piece, without séams, with rolled 
edges and closely fitted corners leave no place for 
dirt to lodge or vermin to hide. They are hard to 
scratch or dent, are rust-proof, and require only ordi- 
nary washing to keep them clean. Any good house- 
hold cleaner will keep them bright. Sinks of late 
models have drainboards and bowls resilient enough 
to soften the impact of dishes and utensils, thus 
lessening breakage. The underside of drainboards 
and the back are insulated with sound deadening 


material which reduces noise. The initial price of 
these units is high, but with reasonable care they re- 
quire almost no further expense. 

Ranges have been improved to such an extent that 
the cook no longer must give constant attention to 
the various foods being cooked. This gives more 
time for preparation and serving and permits of 
greater variety in the menu or an additional touch 
in the serving to make it more attractive. Control 
of gas flow, extra heavy oven insulation, and oven 


‘heat control reduce gas bills and prevent much heat 


being thrown into the kitchen. Numerous mechani- 
cal devices are designed to prevent serious mishaps 
either to the cook or to the food, such as, automati- 
cally cutting off the flow of gas when a flame is ex- 
tinguished, and in baking and in roasting, when the 
oven temperature goes above the desired point. Con- 
cealed piping, non-clog burners, and other admirable 
features are now found on the well-known types of 
ranges. All are built with thought to their appear- 
ance and they require a minimum of care. Flat top 
ranges are an economy regardless of the kind of fuel 
used as more space is available for utensils and less 
heat is wasted. 

Heavy aluminum steam jacketed kettles may now 
be installed with tubular aluminum legs having ad- 
justable feet of cast iron enamel or with a pedestal 
base of highly polished aluminum. Both types are 
an improvement in appearance and are more easily 
kept clean, as is also the floor and surrounding space. 


So many new devices and improvements on old 
apparatus have been produced in the past few years 
that it would be impossible even briefly to refer to 
all of them. The ones mentioned merely indicate 
possibilities. 

Good equipment is essential for first-class food 
service, but this does not mean it must always repre- 
sent the latest models. A skilled workman appre- 
ciates the best tools, but he can get results if he does 
not have a gadget for every procedure. A resource- 
ful woman, knowing how foods should be treated, 
can produce good results with a minimum of con- 
veniences—if she has the essentials. I do not wish 
to undervalue time and labor saving devices that ex- 
pedite the preparation and cooking of food or add to 
its appearance in serving. They are desirable and 
should be provided when possible. But to have 
enough stoves, ovens, refrigerators, and similar 
equipment in good working order is more necessary, 
if one or the other must be sacrificed. 


One dietitian in great need of food carts, but hav- 
ing no funds with which to buy them, drew the de- 
sign of a type which she had seen satisfactorily used. 
Then she and the carpenter, working evenings, made 
carts in the hospital basement and had them painted 
by the house man. 
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An Example of a Well-Organized Department 

The Cooper Hospital at Camden, New Jersey, is 
not a small hospital, but its kitchen will serve as a 
good example of what may be done with a well- 
set up organization in cooperation with other depart- 
ments. Until the Ann Canning Building was erected, 
the diet kitchen illustrated took care of all special 
service in the hospital—trays for special diets, spe- 
cial orders, nourishments, and other extras. The 
equipment is neither elaborate nor expensive, but 
the dietitian, Miss Markeley, said it worked out very 
nicely and there was nothing in the arrangement she 
would care to change. With the new building she 
had two additional kitchens to supervise, but all these 
are operated as one unit. This system permits of 
the utilization of small quantities and an interchange 
of left-over foods, which makes for a minimum of 
waste. Although the best quality is always bought, 
their food cost is not high. 


Care of Equipment 


The useful life of any mechanical appliance is 
governed by the care it receives and by the degree 
of intelligence with which it is handled. Naturally, 
rough usage day in and day out will shorten the life 
of even the best. Keeping it clean, allowing no parts 
to remain greasy or dirt-clogged, and cleaning with 
the right materials will do much to lengthen its life. 


A Good Example of a Special Diet Kitchen 





This care is even more necessary for equipment that 
is merely adequate. Responsibility for the daily care 
of equipment rests with the kitchen supervisor. Un- 
less that person clearly understands how to use and 
to care for all apparatus, results are likely to be un- 
satisfactory and cost of operation unreasonably high. 
Periodical attention from the engineer is also neces- 
sary. The old adage “An ounce of prevention is 
worth a pound of cure” applies here as aptly as to 
any situation. 


Frequently the machinery is not kept well-oiled 
and is neglected in other ways. It has been said that 
with all the improvements in automobiles the demand 
for skill in automotive engineers does not compare 
with the need for skill and resourcefulness in the 
engineers who make or repair kitchen equipment. 
To pay high prices for equipment made of durable 
material and built for permanence and then turn it 
over to the care of an unskilled mechanic is not 
economy, and it is equally unwise to submit that 
which is not so well constructed to poor repairing. 
The same principle applies to kitchen employees 
from the manager down to the one doing the menial 
work. 


Despite evidence to the contrary we shall assume 
for the moment that the administrator is a dietitian. 
The qualifications necessary for efficient administra- 
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tive work are the ones in which she most frequently 
is found wanting. Until recently nothing in her 
school or hospital career gave her any training to 
fit her for such duties. Even yet very little is 
offered. Consequently, the rising demand for an 
executive trained in home economics for hospitals 
and the commercial field is not being met. This fact 
should be recognized by both the superintendent and 
the dietitian, and no attempt should be made by 
either to put a square peg in a round hole. 

Hospitals were the first institutions to employ pro- 
fessionally trained women in their dietary depart- 
ments and later to offer training to inexperienced 
women in these departments. Up to the present this 
training has been purely along professional lines; 
although this foundation has provided adequate prep- 
aration for some women to become administrative 
dietitians in hospitals and in commercial organiza- 
tions. More young women might be made into good 
administrative dietitians with a little help on the part 
of the hospital. In many ways the small hospital 
is in a better position to give this help than is a large 
one. However, this is not a plea for jobs for dieti- 
tians. My interest in having good service in hos- 
pitals is of long standing, and my experience and 
observations have convinced me that some knowledge 
of food materials and the correct methods of caring 
for them, both before and after cooking, is neces- 
sary for the best results. 


The Dietitian in the Small Hospital 


In the face of the discouragingly large percentage 
of small hospitals having no dietitian service it is 
still my belief that they are making a mistake. This 
is borne out by the reports of superintendents of 
small hospitals who have found it an economy to em- 
ploy a dietitian. A superintendent, floor nurse, or 
matron with a multiplicity of other duties cannot 
give attention to the care and cooking of food mate- 
rial, to advanfageous buying and control of waste, 


and to other details that must be watched if the de- 
partment is satisfactorily administered. Many feel 
they cannot afford to add another person to their 
staff, but they might find, like others, that the addi- 
tional salary is counteracted by the saving effected 
in the department. It is sometimes suggested that 
a dietitian’s salary might be managed by giving her 
the responsibility of the housekeeping or laundry in 
addition to that of the kitchen. The question arises 
whether she will be any more competent to manage 
these departments than the housekeeper or matron 
is to manage the kitchen; furthermore, would de- 
priving one woman of a job in order to give it to an- 
other accord with hospital or business ethics. 

When it is not feasible for a small hospital to 
meet the salary of an administrative dietittan, there 
may be a possibility of joining forces with some or- 
ganization in the community and sharing the ex- 
pense. There may be a school needing instruction 
in nutrition and health, the city or county Home 
Relief Bureau may need the part time service of a 
dietitian, one or more hotels and restaurants in the 
vicinity might be glad to have advice on correct meal 
planning or new recipes, or two or three small hos- 
pitals located conveniently near each other might 
join forces and engage a dietitian who could advise 
them in the kitchens and teach diet therapy to their 
nurses and patients. For this work a woman with 
experience and a good background would be in a 
position to meet the situations prevailing in the dif- 
ferent hospitals and to work with the doctors who 
probably would have differing interests and methods. 
It might be well to engage a consulting dietitian who 
could install such a service and train another to carry 
it on. A valuable contribution to the small hospitals 
of the country would be the inauguration of such a 
service through the American Hospital Association, 
College of Surgeons, or similar influential organiza- 
tions. ¥ 


The Value of Diet Therapy 

With scientists continuously adding to our knowl- 
edge of food elements and the part they play in nu- 
trition, the medical profession finding more diseases 
for which diet therapy is indicated, the field for food 
administrators opening up, other new fields develop- 
ing through the movement for health education and 
in various phases of home relief, the hospital is evi- 
dently the logical center for a demonstration of what 
constitutes good food and a well planned diet and 
for the dissemination of authoritative information 
on the subject. 

Industry recognizes the relation of good nutrition 
to time loss of employees through illness probably 
more than hospitals do. Concentrating attention on 
patients’ food to the detriment of the food for per- 
sonnel is not good policy. In addition to the health 
standpoint, the food of the personnel is indirectly 
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related to that of the patients. If a nurse’s food is 
good and her meal hour pleasant, she returns to her 
patients in a mood to make them comfortable and 
satisfied with their meal trays. If she is not pleased 
with her own meals, she may be inclined to encourage 
the dissatisfied patient, and the fault finder being 
voluble, perhaps will incite others to criticise. Like- 
wise maids and other employees on the floor may 
make known to the patients their own dissatisfac- 
tion. Conversely, the satisfaction and loyalty of the 
personnel creates a similar feeling in the patient. 

The essential nutritive elements may be provided 
in less expensive foods but they require more dis- 
crimination in cooking. To make a steak or chop 
palatable is comparatively easy, but stew or hash 
can be made good only by the best methods of using 
and combining materials. Baked foods are always 
popular. It is easy to avoid monotony with cas- 
serole dishes because such a number of food mate- 
rials can be prepared in a great variety of ways. 
Vegetables may be baked plain and served with but- 
ter or gravy, escalloped, au gratin, or in combina- 
tions with meats. Meats are suited to much the same 
dishes as vegetables and are liked in meat pies, stuf- 
fing for apples and baked hash, not to mention the 
many possibilities with macaroni and spaghetti. 

Ovenware of china in colorful brown, green and 
the brighter shades, and of glass in plain and deco- 
rated ware may be had in many shapes and sizes. 
These are aristocratic descendants of the old-fash- 
ioned bean pot. They do double service as cooking 
and serving dishes. Food served in them on the 
tray and at table remain hot longer than when cooked 
by some other methods and is more appealing when 
served without being disturbed. 

A new glass dish of this type, which can be used 
on top of the stove—even directly over the flame— 
has just been put on the market. The illustration 
shows how appetizing the most plebian food may be- 
come when thus cooked and served. 

In many ways the dietitian in the small hospital 
is comparable to the general practitioner in the medi- 
cal field. She cannot be a specialist. She must be 
capable of doing any and all of the multiplicity of 
things that come into the day’s work. With it all 
good-will toward her department is gauged by the 
extent to which she maintains poise, dignity, a pleas- 
ant personality and neat appearance. 

For compensation her field of activities is more 
diversified than any dietitian’s in a large hospital. 
She is given a many-sided experience and an oppor- 
tunity for growth in more lines. This is especially 
true of opportunities in administration problems. 
Through close contact with doctors she keeps pace 
with what is being done in diet therapy and learns 
the different men’s methods and theories. Thus both 
the medical and dietary departments are strength- 


ened. This helps her to gain the confidence of pa- 
tients whether they are getting normal or. special 
diets, and generally she is given more recognition as 
a member of the staff. 


The Special Diets 


The present practice of making special diets con- 
form as nearly as possible to the normal diet is sensi- 
ble and economical. The patient is not made to feel 
that he is different. Also much extra work is elimi- 
nated in both the home and the hospital. 

Following this, or perhaps because of it, there is 
a move to do away with diet kitchens on the floors. 
This system is possible only with sufficient dietary 
supervision on the floors and may not be feasible in 
a hospital with only one dietitian. A nurse with 
sufficient diet training could do this supervising. 

Selective menus are being widely adopted. They 
are advantageous in a hospital with ample finances 
and enough people to carry the extra work. “Give 
the people what they want” is a slogan that orig- 
inated in the hotel field some years ago. We see 
persons in health, who are able to eat any good food, 
create a disturbance in hotel and restaurant dining 
rooms because something does not please their fancy ; 
therefore, when a person suffering more or less dis- 
comfort or pain is impatient or critical, it is no cause 
for commotion on the floor or in the kitchen. Ef- 
fort to please patients must be made, of course, and 
it is the dietitian’s duty to acquaint herself with the 
patient’s likes and dislikes and cater to them within 
reason. Patients who are in the hospital for a pro- 
tracted period should be visited occasionally. If a 
favorite dish can relieve the monotony of his stay 
or other individual attention make him happy, it 
should be given. 

For a dietitian to pay daily visits to patients who 
are served a normal diet and have no criticism to 
make may be taking her from other things in greater 
need of her time and attention. An element of sur- 
prise when the tray is served is often more satisfac- 
tory than knowing a day in advance what to expect, 
and perhaps, being disappointed by the necessity of 
some unforeseen change in the menu. In order to 
give the best food service to patients there must be 
close teamwork between doctors, nurses, and dieti- 
tian. In the best food service the patient is taught 
to eat the food which best meets his needs. In order 
to do this the right kind of food must be served; 
not to patients only but to every one in the institu- 
tion. 

Good Quality in Foods 

In the first place, good quality should be bought, 
not necessarily the highest priced product if the high 
price is for perfect appearance or out of season foods, 
but rather a product that is wholesome and can be 
made appetizing and attractive without undue effort. 








An inferior quality remains inferior even though one 
tries to make it palatable by combination with other 
foods. The waste commonly necessary, when these 
products are used, such as a large percentage of bone, 
gristle or fat in meat, parts of vegetables and fruits 
inedible because they are wilted or decayed, and the 
waste of uneaten food may make it cost more than 
one would have to pay for good quality. 

Careful handling of food materials after they are 
delivered keep them from deteriorating while rough 
treatment and heedlessness hasten their deterioration, 
It goes without saying that all perishables should go 
into the ice box as soon as possible. It is equally 
imperative that they be used before losing their 
freshness. If the original flavor and quality are to 
be retained, the foods must be prepared and con- 
sumed while in the best condition. 

It is a common practice for cooks to prepare most 
of the evening meal in the forenoon or before they 
leave the kitchen for afternoon rest, particularly if 
the evening meal is dinner. This doubtless accounts 
for the “institutional food taste” so frequently criti- 
cized. The reheating process is very likely to cause 
impairment of flavor and texture. This twice cook- 
ing of meat often leaves the outer part overdone and 
the center underdone. Vegetables readily lose color 
and flavor when overcooked or kept heated too long. 
The fine texture and juicy flavor lost by too much 
cooking cannot be restored. 


The Selection of the Cook 


To cook well and correctly requires knowledge, 
skill, and an infinite capacity for taking pains. A 
good chef is almost never to be found in a small 
town. Ina city he will not work in a small hospital, 
and if he is well-trained, he demands more salary 
than the majority of small institutions can pay. 

In the small town or rural community there is 
nearly always some woman who is a good cook, not 


scientifically trained but having much ability and 
more or less practice, who is willing to be taught 
large quantity cooking and other requirements of the 
hospital. With competent instruction such women 
will produce the savory “home-cooking” taste. Fur- 
thermore, they are generally dependable and, when 
working conditions are satisfactory, will stay longer 
than is often the case with chefs in large hospitals. 

I recently heard of a hospital in a mill town in 
one of the New England States, that when the mills 
shut down a few years ago, employed some of the 
mill workers. Recently the mills reopened, but some 
of the best workers stayed with the hospital in spite 
of longer hours and lower wages than were offered 
by the mill. Such interest and loyalty is not paid 
for with money, but it is invaluable to an organiza- 
tion. 

It is the custom in most hospitals, large and small, 
to determine upon the salary they will pay their em- 
ployees and that ends the matter. Anyone who will 
work for that salary is given consideration. This 
method is applied to the dietitian as well as to those 
in her department. The correct procedure is to de- 
termine her ability to meet your situation, what she 
will be able to do for your hospital, and then decide 
upon a reasonable remuneration for her. One who 
is engaged at a lower salary may prove to be a 
greater expense than the higher salaried person. 

A considerable number of small hospitals are be- 
ginning to make plans for reorganization, refurnish- 
ing or new development. The dietary department 
will naturally be given attention as a part of the plan, 
and in those institutions wishing to improve their 
service this is an opportune time to begin. 

We should like to have the fact that many hos- 
pitals do have excellent food service more generally 
recognized, and we anticipate the time when the 
Committee’s recommendation of ten years ago will 
be carried out. 








Compilation of Income at Saginaw 

A compilation of the income from different sources 
for the years 1932, 1933, 1934, and 1935, at the 
Saginaw General Hospital, Saginaw, Michigan, is 


of interest. It is noted that the income from the 
city, county, and state shows an increase, the income 
from endowments is decidedly less, while the income 
from the welfare league has fallen off materially, 
and the income from patients has reached the high 
level for the four reporting years. 

1932 1933 1934 1935 

noe Te 
From city, county and state... 6% 13 17% 15 
From endowments 7 4% 4 
From welfare league 4 17 15% 11 
From patients 62% 70 


Group Hospitalization in St. Louis 

Thirteen St. Louis hospitals are participating in 
the plan of the Medical Dental Service Bureau which 
was established in St. Louis last November. The 
principal feature is budget consultation service. The 
bureau is not a collective agency but helps the patient 
to determine how much he can pay each week or 
month on the debt he has contracted for medical care. 
When the service bureau is in full operation, with 
the majority of the doctors participating, it will in- 
clude a group hospitalization pre-payment plan and 
a central admitting bureau for hospitals to which all 
applicants to charity hospitals will be referred. 

The medical economics board is definitely opposed 
to pre-payment or insurance plans for medical care 
sponsored by lay groups. 
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Hospital Library Service 


CHARLES H. COMPTON 


Assistant Librarian, St. Louis Public Library, St. Louis, Missouri 


A PUBLIC LIBRARY in any community is cer- 
tainly under as much obligation to give library 
service to persons in hospitals and other institutions 
as to others. Such a statement naturally might raise 
the question, “Why then do not public libraries give 
this service to hospitals?’ The answer is that a 
comparatively few public libraries are giving good 
hospital library service, but the great majority of 
them have failed almost completely to meet their 
obligations. Why have they failed? One reason is 
because hospital library service is comparatively re- 
cent. With few exceptions it is only since the war, 
when the value of hospital library service was 
demonstrated in a large way, that the medical pro- 
fession and hospital administrators, along with 
librarians, have really begun to recognize the value 
of such service. Why then has not hospital library 
service developed more rapidly? One reason is the 
fact that librarians have had so many demands 
placed upon them which they have been unable to 
fill, including many legitimate needs like hospital 
library service. Another reason is that there are 
still many hospital administrators and physicians 
who are indifferent, if not unsympathetic, to hospital 
library service. One hospital librarian told me that 
the sense of orderliness of physicians and nurses 
seemed to be outraged by having wards cluttered up 
with books. 


Hospital Library Service through Public Libraries 


What are the chances today of extending hospital 
library service through public libraries? There is 
little if any prospect of extension in hospital library 
service or in any other library service for some years 
unless the income of libraries is increased decidedly. 
The prospect of such increase in income from local 
sources certainly does not seem promising at the 
present time. Although conditions are somewhat 
better than a year or two ago, public libraries at 
present are carrying on under the greatest difficulties. 
State or federal aid for libraries would help them 
to get on their feet, but the prospect of getting such 
aid is only fair in the eyes of an optimist. Howevar, 
it is encouraging that this year the legislature of 
Illinois voted $650,000 for books for the public 
libraries of Illinois. Unemployment stimulates pub- 


lic library use, and during the past few years the 
circulation of books in public libraries has increased 
about 40 per cent, while income during the same time 
has decreased about 25 per cent. 

At the session on Hospital Libraries at the meet- 
ing of the American Hospital Association at Phila- 
delphia in 1934, Miss Perrie Jones gave a paper, en- 
titled ““A Survey of Hospital Libraries Abroad and 
at Home.” It is well for us to review at this time 
the figures which she presented at that time, for 
the condition of hospital libraries in the United 
States is approximately the same now as it was 
then. Quoting her figures in brief, they show that 
only 406 of approximately 6,500 hospitals in the 
United States have some kind of library service. In 
other words, only 6% per cent of hospitals are being 
served. Statistics recently published by the Ameri- 
can Medical Association indicate that 7,147,416 
persons in the United States, or one out of every 
eighteen, were hospital patients for a shorter or 
longer period in 1934. The daily average in gov- 
ernment hospitals alone in 1934 was 645,000 patients. 
These figures show the need for hospital libraries. 
What, then, should we work for as a long time ob- 
jective and what are the first steps to be taken in 
working towards this objective? 

We shall have to educate librarians, physicians, 
hospital administrators, and nurses in particular, and 
also the general public as to the value of hospital 
library service. There are plenty of statements from 
such men as Dr. Morris Fishbein and Dr. Harvey 
Cushing, who tell us of the value of books from a 
therapeutic standpoint. The great majority of physi- 
cians would agree with them, but there is always a 
gap between agreement and consummation. 


Library Service a Social Service 


The providing of books and library service is one 
of the most inexpensive social services. Here we 
have in the United States forty million people with 
adequate library service, forty million with inade- 
quate or poor service, forty million without any 
library service whatsoever. We are making little if 
any progress in bettering this condition, although 
other countries, like England and the Scandinavian 
countries, have within the last few years gone ahead 








and are now providing library service for practically 
all of the people. I bring this to your attention at 
this time because I want you to realize that hospital 
library service is only one part, no matter how im- 
portant, of the whole problem of getting books to 
all the people. We need money for this purpose. 
Before we get the money we shall have to secure, 
not acquiescence, not approval, but what might be 
called a grim determination that no one in the United 
States who wants good reading matter shall be de- 
prived of it. 


The second step toward our final objective is for 
closer co-operation between librarians and physicians 
and hospital administrators. Even if there are not 
funds at the present time either from the public 
library or from the hospital to provide hospital 1i- 
brary service, would it not be well for local library 
organizations and local medical associations to get to- 
gether and consider what is being done in the way of 
library service in hospitals and how this service can 
be bettered and ultimately can be put upon a profes- 
sional basis? Many hospitals have some kind of li- 
brary service, books being donated and volunteer 
workers carrying on the library. You will probably 
agree with me that this is not the best way to carry 
on a hospital library. It is important, and extremely 
important, that trained librarians who have made a 
special study of books to meet the needs of patients 
should administer hospital libraries. There is no 
need to argue this point with a profession like the 
medical profession which has steadily raised its 
standards, which is most exacting in its require- 
ments, and which recognizes that highly specialized 
training is necessary in the treatment of bodily ills. 

I have had but one hospital experience—a stay of 
some two weeks. I do not remember all the ques- 
tions that were asked me when I entered the hospital, 
such a long list of them. When a patient goes to 
a hospital it would be in keeping if a hospital libra- 
rian should find out what the patient likes, what he 
thought he would like to read during his stay in the 
hospital, and then, after consultation with the physi- 
cian, would provide for the patient during his stay 
according: to his desires and his needs. Physicians 
do not need to be convinced that the psychological 
side is important, that the mood and temper of a 
patient has a tremendous influence upon his well 
being. To any man or woman who does any think- 
ing at all, is there any one thing that has more in- 
fluence on him that what he reads? How little 
thought we give to providing books to fill one’s in- 
most needs and desires. We do not suggest a cer- 
tain prescribed diet of reading. Far from it. We do 
suggest that a person of wide reading, of understand- 
ing, of professional library training can make herself 
of the greatest help in a hospital. 


Hospital Patients Enjoy Reading 


The third step is to decide what kinds of hospitals 
need library service most. Hospitals in which patients 
have long residence should have first claim on library 
service. In general hospitals where patients have 
friends or relatives in the city, in many cases theif 
reading wants are supplied, but in institutions where 
patients stay for a year or for many years, in most 
cases their wants are not supplied. Two kinds of 
hospitals have special claim for hospital library 
service, those for tuberculosis and those for mental 
patients. I was much interested in talking recently 
with a physician who is at the head of one of the 
largest public institutions for mental patients in the 
United States. I asked him about the capacity of 
patients in this institution for reading. He said 
that in his opinion 75 per cent of the patients there 
would be as capable of enjoying and profiting by 
good reading matter as would the regular patrons of 
the St. Louis Public Library. This is his opinion 
based upon his experience in this institution and a 
number of others. 


This physician’s wife, formerly a librarian on our 
own staff, interested herself in the organization of a 
library in one of the institutions of which her hus- 
band was the head. She told me most interestingly of 
her experiences, of the wide variety of books that 
were used and the patients’ appreciation of these 
books. One example might be related. A woman 
who had been an inmate in the institution and was 
returning home to a small town where there was 
no public library told this physician’s wife that she 
was almost sorry to leave the institution, for when 
she returned home she would have no library. 


I recently have been reading a number of books 
written by persons who at one time were patients in 
hospitals for mental cases. You all know Beers’ “A 
Mind That Found Itself.” I want to quote briefly: 

“Whatever love of literature I now have dates 
from this time, when I was a mental incompetent and 
confined in an institution. Lying on a shelf in my 
room was a book by George Eliot. For several days 
I cast longing glances at it and finally plucked up 
the courage to take little nibbles now and then. These 
were so good that I grew bold and at last began 
openly to read the book. Its contents at the time 
made but little impression on my mind, but I en- 
joyed it.” 


Also the book, “Reluctantly Told,” by Jane Hill- 
yer, who was made librarian of the institution to 
which she was confined. This is how she tells about 
it: 

“One morning the Doctor said, ‘Jane, would you 
like to have charge of the library?’ I was on the top 
of the wave. It was as musty, dusty, ill-assorted a 
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lot of books as ever came into the care of enthusiastic 
hands. But they were mine. I had the key to the 
shelves in my pocket. I pinned it to my pillow at 
night ; and walked with my hand dug deep into the 
wool of my sweater where it lay comfortably nested. 
My morale came up with a bang.” 


What books meant to her is indicated in this 
quotation : 


“T began to read real books: Montaigne, Lamb, 
Hazlitt. I had time, plenty of it, and I read with 
reasonable care and thought. I turned to Carlyle 
and Emerson. Emerson helped me a great deal. 
His bracing qualities served as a tonic to my shat- 
tered spirits. Out of ‘Self-reliance,’ I carved a world 
of my own. It had nothing to do with my family, 
nothing to do with the hospital. It had only to do 
with me, and my effort to ‘make something even out 
of this.’ ” 


Jane Hillyer’s success as a librarian does not indi- 
cate that having a patient serve as librarian is always 
fortunate. In the book, “Pick Up the Pieces,” the 
librarian in the institution is described in these words 
by the author, “North 3-1”: 


“There are other ex-clergymen here, three I know 
of. The librarian, a patient, is one. He is German, 
a Lutheran. Very dignified and conscious of his 
high calling. Always on parade. But it is a one- 
man parade. He makes friends with nobody, never 
speaks to anybody unless directly addressed, and 
then only when he is on duty in the library, a large 
room in the Administration Building, with thousands 
of ancient tomes—Carlyle, Shakespeare, Meredith, 
Thackery—which any patient may take out and read, 
if he is able to read, and, being able, if his tastes run 
to the sprightly line of goods available here. Espe- 
cially on Sundays is our clergyman-librarian reserved 
and incommunicable. He dresses up then, as he 
would for the pulpit, and paces sedately through the 
ward, a smile at his lips as he silently communes. 

“A new patient went up to him one Sunday, ask- 
ing him to settle a bet. 


“ «Say, I claim George Eliot made a lot of money 
out of his books.’ 

“The minister looked down scornfully from his 
six feet of ruffled dignity. He started to walk away 
from the fellow. But vanity was too strong for 
him. He surrendered. 

“*T do not,’ he intoned gravely, ‘discuss books on 
the Sabbath, only on workdays, at the usual hours, 
in my library. But he didn’t make a lot of money. 
She did.’ ” 


Perhaps these are sufficient quotations. Clifford 
W. Beers and Jane Hillyer may not be typical 
patients, but certainly of the 350,000 mental patients 
confined in institutions in the United States there 


are thousands to whom books and other reading 
material wisely selected would be the greatest pos- 
sible solace. 


We have made a great deal of progress in admin- 
istration of such hospitals. Still in far too many 
cases appointments of the personnel of mental hos- 
pitals are made for political reasons rather than pro- 
fessional ones, and as long as this condition remains 
we cannot hope for good hospital service, let alone 
library service. 


What I have said about the need for library serv- 
ice for mental patients holds equally true for those 
in tuberculosis hospitals. I would, accordingly, 
recommend that special efforts be made to interest 
governmental authorities especially of the need for 
good book service in all such institutions. One of 
the practical things that the American Library As- 
sociation, state library associations, medical associa- 
tions and other state bodies could do, would be to 
co-operate in promoting necessary legislation in order 
to get such a librarian for state institutions. This 
person might be connected with the state library 
agency, as she has been for many years in Iowa, or 
might be under the state board of control, as is the 
case in Minnesota. Iowa was the first state to in- 
stitute this method of handling libraries in state in- 
stitutions under the initiative of Miss Alice Tyler, 
who was then secretary of the lowa Library Com- 
mission. This plan has been followed in a number 
of states and has proved successful. 


Reference should be made to libraries in veterans’ 
hospitals. This is the best example we have of what 
can be done with a trained personnel and with a 
reasonable though limited amount for book pur- 
chases. I visited the library in the Veterans’ Hos- 
pital near St. Louis recently—an attractive library 
room, not large, but adequate, with about 5,000 
books. I was struck with the fact that it has a re- 
markably good collection of books. There are in- 
teresting magazines, a good list, ranging from the 
extremely popular to even the highbrow, if you want 
to call the Atlantic Monthly highbrow. The fact 
that on the average each man is reading about two 
books a month seems to me very good, this not in- 
cluding use in the library room. The library is open 
from 8 a. m. to 10:30 a. m. and from 1 p. m. to 3:30 
p. m. In addition, the librarian goes to the wards 
and takes books to the patients. She covers one 
ward each day and all the wards each week. The 
amount spent for books and magazines is about 
$1,000 a year. 


If we work along the lines indicated, we shall 
have gradual extension of hospital library service, 
which is probably as much as we can expect in these 
difficult times. 






S oer after its discovery by Priestly 
in 1774, and its identification by Lavoisier in 1777, 
oxygen came into use as a therapeutic agent. For 
a while it became a panacea, being used for almost 
all of the ills to which mankind falls heir. Soon, 
as with all new therapeutic agents that are used ex- 
tensively without knowledge of their indications and 
limitations, it fell into disrepute and was used only 
occasionally and then usually erroneously. Shortly 
after the middle of the nineteenth century the newly 
discovered art and science of anesthesia re-awoke 
interest in the part that oxygen played in health and 
Through this stimulation oxygen was re- 
vived as a therapeutic agent. Again, however, due 
to the lack of proper knowledge on the part of 
those who used it, the results obtained were equiv- 
ocal. Due to these facts it soon became employed 
only for emergency purposes, usually when the 
patient was “in extremis.” It was used thus, with 
few exceptions, up to the second decade of this 
century. It might be well to mention at this point 
that this attitude toward oxygen therapy still pre- 
vails in many sections, and it is due to this that 
oxygen therapy is ofttimes synonymous with death 
in the minds of laymen. 


disease. 


The present era owes its inception to the brilliant 
researches on the physiology of respiration carried 
out by the Oxford and Cambridge groups, and by 
other schools between 1910 and 1920. This new 
knowledge of the physiology of respiration and 
the part that oxygen played in it, led to a clearer 
conception as to the use of oxygen as a therapeutic 
agent. During this same period the World War, 
with the inception of gas warfare and its resultant 
pulmonary complications, gave further impetus to 
the revival of therapeutic oxygen. 


There followed in the next decade a marked 
wave of enthusiasm in oxygen therapy. The crest 
of the wave has now passed and oxygen has ac- 
quired its niche in the armamentarium of the thera- 
peutist. 

From the Departments of Anesthesia and Hospital Admin- 
istration, Medical School, University of Wisconsin. 

Read before the Clinical Congress of the American College 


of Surgeons, San Francisco, October 28, 1935, and joint re- 
gional meeting of the Southern and Mid-Western Associa- 


tions of Anesthetists, St. Louis, November 18, 1935. 





Oxygen Therapy at the Wisconsin 
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H. TECHNIC 
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Practically all hospitals have at present some sort 
of equipment whereby oxygen may be administered 
to a patient. The economic factor has hindered 
the more generalized acceptance and the use of this 
form of therapy. 

An oxygen therapy service in a modern hospital 
should fulfill at least four requirements, namely: 

1. It should be clinically and scientifically effica- 
cious. 

2. It should be readily available for a number 
of patients at any one time. 

3. It should be simple in technic. 

4. It should be economical. 

It is the purpose of this paper to describe in de- 
tail the oxygen therapy system at the State of 
Wisconsin General Hospital which is fulfilling the 
above requirements satisfactorily. By way of re- 
minder it may be well to state that there are four 
technics for the administration of oxygen ther- 
apeutically, namely : the chamber, the tent, the mask, 
and the oro-pharyngeal insufflation. Of these the 
chamber where oxygen concentration, humidity, and 
temperature are under the direct control of the op- 
erator, is the most efficient. The chamber permits 
complete nursing and medical care without hin- 
drance and the patient experiences no discomfort 
or sense of confinement. It has disadvantages in 
that it is expensive to erect, uses more oxygen. than 
other technics, and requires a special nursing and 
technical force. The tent is mobile and less ex- 
pensive than the oxygen chamber. However, with 
this technic the oxygen concentration is difficult to 
maintain at a constant level, the temperature and 
humidity regulation necessitate bulky apparatus, and 
the patient usually requires continuous nursing care. 
Another objection to the tent is that ofttimes the 
patient is difficult to control due to his sense of 
confinement. The mask method of administration 
of oxygen is advantageous in that high concentra- 
tions may be given. This method provides for only 
intermittent administration. Many patients will not 
tolerate even temporary cessation of the oxygen 
flow. 

The oro-pharyngeal insufflation technic for the 
administration of oxygen is used at the State of 
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Wisconsin General Hospital. The detailed descrip- 
tion of the technic as used may be divided into 
three sections, namely: 

1. Apparatus. 

2. Technic of placing the catheter. 

3. Discussion of application of this technic. 


Apparatus 


Large supply cylinders should be used as they 
obviate the necessity for frequent changes. They 
are easily transported on small, two-wheeled, rub- 
ber-tired trucks which even a nurse can handle 
without undue effort. Commercial U. S. P. oxygen 
has been found satisfactory and the cost is thereby 
materially reduced. 

These cylinders may be equipped with reduction 
gauges which not only register the amount and 
pressure of oxygen in the cylinder, but also esti- 
mate the flow of oxygen in liters per minute. By 
regulation of these gauges the desired flow from 
one to fifteen liters per minute of oxygen may be 
obtained. It must be remembered that these gauges 
are of the spring type and they should be checked 
periodically for accuracy, as any mechanical device. 

Humidification of oxygen adds materially to the 
patient’s comfort, although it is not a necessity and 
in some cases not indicated. The more simple the 
type of apparatus the better, for even a mild obstruc- 
tion to the free flow of oxygen will cut down on the 
delivery to a considerable degree. In order to hu- 
midify the oxygen adequately it should be broken 
up into fine bubbles, thus presenting more absorptive 
surface to the water. A simple apparatus is one in 
which the oxygen is discharged into a small con- 
tainer full of beads or into a small carbon dome. 
This container is immersed in a fruit jar partially 
filled with water. A water flow meter may be incor- 
porated into the humidifier by allowing the oxygen 
to bubble through a small tube with graduated holes 
down the side which is immersed in a similar jar 
partially filled with water. In this manner the oxygen 
flow may be more accurately measured in that it 
estimates the actual delivery flow. It may be grad- 
uated in liters per minute. If a guard in the form 
of a small sheet of metal is placed at the top of the 
tube for the bubbles to strike against, a third jar or 
trap is not necessary. These two jars may be yoked 
firmly together and small arms attached so that the 
humidifier may be hung on a bed as well as set 
upright on a bedside table. 

The catheter selected should be one that is small 
but more importantly allows a free flow of oxygen. 
Urethral catheters of any size may be used—usually 
from No. 8 to No. 12 French. It is always well to 
test the lumen of the catheter by placing the tip in 
water and blowing through it, as urethral catheters 


are measured by their outside circumference and the 
lumen is ofttimes constricted, even though patent. 
A constricted lumen diminishes the efficiency of the 
entire technic and therefore the testing of the catheter 
should be a routine procedure. A catheter that has 
been softened by frequent boiling is better than a 
new one. Extra holes are burned through the tip by 
means of a heated pin to allow multiple exits for 
the oxygen so that it will not be striking one por- 
tion of the mucous membrane. These holes should be 
placed as close to the tip as possible without weaken- 
ing it. 

Large-bore rubber tubing should be used in mak- 
ing connections between the source of oxygen supply, 
humidifier, and catheter. Care must be used to avoid 
a constriction in the connection to the catheter. This 
is a common site of obstruction. A simple and effi- 
cient connection-piece for this site is an ordinary 
small glass eye-dropper, the tip of which has been 
broken off well back. 

Temperature regulating devices are unnecessary 
for this technic of oxygen administration. The oxy- 
gen enters the patient’s oro-pharynx at approxi- 
mately room temperature. 


Technic of Placing the Catheter 


The efficiency of this technic is entirely dependent 
upon the proper placement of the catheter in the 
oro-pharynx. , 

After all equipment is in order and connected 
ready for use, the catheter to be used is examined. 
It will be noted that most catheters have a natural 
“droop” in one direction which will facilitate its 
entrance into the pharynx. The direction of this 
“droop” is determined by rotating the catheter in 
the fingers just before inserting. The next procedure 
is the determination of the approximate depth to 
which the catheter is to be inserted. This is estimated 
by measuring off the distance on the catheter be- 
tween the external nares and the tragus of the ear. 
This distance gives a rough idea of the depth and 
may be marked on the catheter by a small piece of 
adhesive tape. Next, the catheter is lubricated. This 
is always done with vaseline. Light oils and jellies 
are not good, as they soon leave the catheter dry and 
harsh. The lubrication of the catheter with vaseline 
is of prime importance, as it eliminates irritation by 
the catheter, per se. Now one is ready to insert the 
catheter. 

The oxygen is turned on and with it flowing at 
the rate of five to six liters a minute the catheter 
is carefully introduced to the previously marked 
depth. Unless the swallowing reflex is greatly dimin- 
ished, the most accurate method of determining that 
the catheter has been correctly placed is to introduce 
it beyond the measured depth until the patient is 
seen to swallow a bolus of oxygen and then with- 
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Fig. 1. With the tip of the catheter in the oro-pharynx 
as illustrated, therapeutic concentration of oxygen can be 
maintained without discomfort to the patient. 


draw it just to the point where swallowing is no 
longer observed. When the correct position has been 
found the catheter is firmly fastened to the nares 
with adhesive tape. To support the catheter it may 
be brought up over the nose and fastened with adhe- 
sive to the forehead or to the cheek. 

It is essential that the above procedure should 
be followed exactly for efficient results in the ad- 
ministration of oxygen by this technic. By insert- 
ing the catheter with the oxygen flowing one pre- 
cludes the possibility of a sudden blast of water or 
oxygen into the oro-pharynx, or the misplacement 
of the catheter. The placement of the catheter in 
the oro-pharynx just distal to the swallowing reflex 
allows for highest concentration of that flow of 
oxygen at the glottis without discomfort to the 
patient. Rovenstine, Taylor, and Lemmer' showed 
that with the catheter properly placed in the oro- 
pharynx flows of six liters per minute of oxygen 
(a flow which is easily tolerated by patients with 
very rare exceptions) produced actual alveolar con- 
centrations of from 506 per cent to 59.1 per cent. 
With the flow at four liters per minute actual al- 
veolar samples contained from 29.1 per cent to 
43.6 per cent oxygen, and with the flow at eight 


liters per minute concentrations were obtained from 
60.0 per cent to 76.7 per cent. Whereas, with the 
catheter improperly placed (in the naso-pharynx) 
the average actual alveolar concentrations of oxygen 
were 27.4 per cent regardless of whether the flow 
was six liters per minute or ten liters per minute. 
If the catheter is firmly immobilized on the superior 
portion of the external nares the natural “bend” 
of the catheter will place it along the floor of the 
nose rather than allowing it to come in contact with 
the sensitive mucous membrane of the lower tur- 
binate. (Fig. 1.) 

The removal of the catheter and its replacement 
by a clean one should be governed by the amount 
of mucous secretion of the patient and his comfort ; 
the more mucous secretion the more frequently the 
catheter should be changed. A clean one should 
be inserted in the opposite nostril at least once every 
twelve to twenty-four hours. If irritation is pres- 
ent the frequent instillation of a blend oil is helpful. 
Since some patients cannot tolerate even temporary 
interruption of oxygen flow it is best to insert the 
clean tube before removing the old. 


Discussion of Application of This Technic 

No attempt will be made to discuss fully the in- 
dications for oxygen as this paper is concerned with 
technic.* However, the effect on the pulse rate 
has been found to be the best single guide as to 
the effectiveness of oxygen therapy. 

When therapy is first instituted a high concen- 
tration of oxygen should be used—six to ten liters 
per minute—according to the patient’s needs. The 
pulse rate is recorded every fifteen minutes, and 
usually with this high concentration the rate will 
be reduced in the course of a few hours. If it is 
not, and the mechanical and technical setup is cor- 
rect, then the attempt may as well be abandoned, 
except when oxygen is being used as a supportive 
measure. If there has been a definite reduction in 
pulse rate the original concentration is used until 
a maximum reduction is obtained. The rate of 
oxygen flow may then be decreased until an opti- 
mum rate of flow is reached. This is judged by 
the smallest amount of oxygen that will give the 
maximum reduction in pulse rate. This oxygen con- 
centration will of course vary from day to day ac- 
cording to the requirements of the patient. By 
following this scheme carefully oxygen waste is cut 
down and the patient weaned from oxygen therapy 
gradually. 

The nursing staff may be trained to take care 
of oxygen therapy when this technic is used. In 
this hospital it has been made a nursing procedure 


1Rovenstine, E. A.; Taylor, I. B.; Lemmer, K. E.: Oro- 
pharyngeal Insufflation of Oxygen: Gas Tensions in the 
Bronchus. Anesth. & Analg., 15:10-13, No. 1, Jan.-Feb., 1936. 

*Another publication on this aspect is in preparation at 
present. 
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with only the supervision of the physician in at- 
tendance. 

Oxygen therapy with the use of this technic in 
no way hinders the nursing or medical care of the 
patient. Likewise, it increases the nursing care 
only to a negligible extent. Further, the steriliza- 
tion of equipment is of small note in comparison 
with that of other technics. (Fig. 2.) 


Discussion of Costs 

It will be remembered that in the discussion con- 
cerning apparatus it was stated that the use of 
large supply cylinders of oxygen was recommended 
as it obviated the necessity for frequent change. 
The use of these cylinders, however, requires an 
excessive reserve supply and involves considerable 
handling. Further, even under careful supervision, 
a large number of cylinders will be returned after 
use with considerable amounts of oxygen remain- 
ing in them. In order to eliminate this excessive 
waste of oxygen and the handling of cylinders, and 
to provide for instant availability of unlimited 
amounts of oxygen for therapeutic purposes, a cen- 
tral depot was established at the State of Wisconsin 
General Hospital and from it oxygen piped through- 
out the building. In all, fifty-eight rooms were 
provided with one hundred eight bed outlets for 
oxygen. In addition, the basal metabolism depart- 
ment was provided with four outlets and the al- 
ready existing oxygen piping in the operating rooms 
was connected to the system. This system elim- 
inated waste by exhausting cylinders completely. 
It provided instantly available oxygen, and did 
away with excessive handling of the cylinders. It 
also put this institution in the class of large users 
of oxygen.* This fact led to a material reduction 
in the price of oxygen. Further reduction in oxygen 
price is planned by the installation of a centrally 
located liquid oxygen converter. 

A discussion of maintenance costs of oxygen 
therapy to a hospital by the use of any technic is 
exceedingly difficult, for the amount used and the 
location of the source of supply alter the price of 
oxygen to that institution markedly. 

Equipment costs of various technics are easily 
compared. Equipment for the oro-pharyngeal method 
of administration of oxygen is by far the most eco- 
nomical. Further, this technic requires no extra 
nursing or technical supervision for administration. 
The amount of oxygen used by this technic is some- 
what less than with others. 

The cost of the oxygen piping system, including 
its installation, was approximately that of one modern 
oxygen room or that of six modern oxygen tents. It 
must also be remembered that it supplies instantly 





*Since the piping systenra was installed in May, 1934, av- 


erage monthly consumption of oxygen has been approximate- 
ly 65,000 cubic feet. 
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available oxygen for one hundred eight patients in 
addition to supplying the operating room and the 
basal metabolism department. 


Conclusions 

1. The economic factor has hindered the more 
generalized acceptance and the use of oxygen therapy. 

2. The apparatus required for the oro-pharyngeal 
administration of oxygen therapy is a supply of 
oxygen, a humidifier of some sort, rubber tubing, 
and a urethral catheter that will supply a free flow 
of oxygen. 

3. The oro-pharyngeal catheter should be well 
lubricated with vaseline, properly placed, and well 
immobilized to provide for efficient administration. 
Humidification of oxygen, while not absolutely 
necessary, provides more comfort for the patient. 

4. Oxygen therapy should be governed by the 
patient’s requirements, and here the pulse rate is the 
best single guide. 

5. The oro-pharyngeal administration of oxygen 
therapy does not require extra nursing or technical 
aid and may be made a nursing procedure with the 
supervision of the attending physician. 

6. Costs are materially reduced and availability 
tremendously increased by the installation of a cen- 
tral oxygen supply system. 

7. The oxygen therapy service used at the State 
of Wisconsin General Hospital is clinically and 
scientifically efficacious; provides for instant avail- 
ability for many patients at one time; is simple in 
technic, and is economical. 








Fig. 2. Oxygen therapy with the use of this technic in no 
way hinders the nursing or medical care of the patient 
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Shall Our Hospitals Be Socialized? 


Thoughtful people in the hospital field realize that 
some changes in financial support are inevitable, but 
these changes should be in the nature of adjust- 
ments rather than turning over our voluntary hos- 
pitals to political control, with all that that implies 
under any socialized formula. We are all appreciative 
of the fact that with the decline in the number of 
patients able to pay private rates, the shrinkage in 
philanthropic support, and the definite increase in 
taxation voluntary hospitals cannot carry the bu- 
den of sick poor they have carried in the past. 

Many solutions of this difficult problem have been 
suggested. Some have decided merit, a majority are 
inane, impractical, and a few are vicious. But all 
should be studied and analyzed. Not in a contro- 
versial or altogether condemnatory spirit, but with 
the purpose of finally arriving at a solution of the 
problem that will insure that good medical and hos- 
pital care may be available to all our people, irre- 
spective of economic levels, that the permanency of 
our hospitals may be guaranteed, and that philan- 
thropy may still have the joy of giving under the 
Biblical rule of, “being my brother’s keeper.” 


Somewhat disturbing but worth impartial study, 
is the ten-point program of the League of Socialized 
Medicine. Point three of this program is thus de- 
fined : 


“All hospitals, clinics, laboratories, pharma- 
cies, etc., to be publicly owned and operated in- 
stitutions, accessible to the sick free of charge. 
The hospitals and clinics to be the medical cen- 
ters for ward and ambulatory cases, and to be 
properly organized, coordinated and geographi- 
cally distributed. House sick calls to be received 
at these centers and to be assigned to local or 
neighborhood physicians designated to cover 
specific local territories.” 


The implications of this program are easily ap- 
parent and should be intelligently challenged. The 
language is perfectly clear. When it says all hos- 
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pitals it means all hospitals—voluntary, private, and 
tax-supported. It means every sort of service that 
good hospitals provide and more; it means under 


an impractical formula of governmentation, the re- 
linquishing of our hospitals, voluntary as well as 
tax-supported, to governmental ownership and con- 
trol, either through gift or purchase. It means more 
than that to the individual citizen, in that it destroys 
the fine traditions and finer performance of volun- 
tary hospitals, made possible by philanthropy. Many 
of these hospitals, a century or more old, were car- 
ing for the sick before tax-supported institutions ex- 
isted or were even considered. The program sug- 
gested imposes government support, and therefore 
imposes government ownership, supervision, and 
political control. 

For our denominational hospitals and institutions 
carrying out the ordinances of their religious beliefs 
the program deprives the church of the care of its 
communicants, and when they are most in need. 
The religious influences in our denominational hos- 
pitals must never be impaired. The whole program, 
so far as hospitals are concerned, is as unthinkable 
as it is impractical. 

It would mean from the economic standpoint, the 
investment of more than two billion dollars by the 
governments of the United States and Canada for 
the purchase of hospitals, not government owned. It 
would mean further, the raising by taxation of five 
hundred million dollars annually for the opera- 
tion of hospitals thus obtained. We have ample evi- 
dence of inefficiency, inadequacy, and abuse of gov- 
ernmental operation. We cannot wipe out, under 
any workable formula, the tremendous investments 
already made in hospitals, nor the programs of our 
religious and other voluntary hospitals, much less 
can we turn over the care of the unfortunate sick 
to processes of political or economic expediency. 
There is a wiser solution, one that is infinitely better, 
and one that will stand the test of permanency. 

While we are duly cognizant of the fact that al- 
most fifty per cent of our patient population is in 








the lower economic levels, and is being hospitalized 
by governmental agencies for the account of govern- 
ment, there still remains more than half of our pop- 
ulation who want to pay as they can for what they 
receive, whether it is hospital care or any of life’s 
commodities. A sane future policy will still encour- 
age philanthropy to hospital support and permit tax 
funds to assist the voluntary hospitals in caring for 
their charity load. Philanthropy has not broken 
down entirely. It will bestow its blessings in the 
future, as it has created its blessings since time 
began. Philanthropy and civilization are synon- 
ymous, and no program can destroy the one without 
damaging the other. 


Our voluntary hospitals must never be socialized, 
nor permitted to pass to government ownership and 
control. 


es Se 


Benefits for Hospital Employees 


The American Hospital Association has for many 
years concerned itself with the study of acceptable 
plans for benefits for hospital employees. It has had 
at least two committees to study and report on plans 


for employees’ retirement. 


Probably no class of employees are in more need 
of direct benefits than the upwards of 700,000 peo- 
ple who are on the hospitals’ payrolls. As a general 
rule their remuneration is not large enough to enable 
them to save to provide against the hazards of acci- 
dents or illness, or against the time when they be- 
come too old to be serviceably employed. In case 
of death, few leave any property. They cannot pro- 
vide against unemployment or loss of wages, due to 
absence from duty, because of illness or accident. 

Three kinds of benefit might be arranged for hos- 
pital employees, all of which would be voluntary. 
The interesting and successful plan in operation at 
the Winnipeg General Hospital, which Dr. Geo. F 
Stephens describes in this issue, demonstrates what 
can be done along the lines indicated. There could 


be provided: 


1. A Cash Death Benefit 


This benefit could be paid by the voluntary pay- 
ments made by other hospital employees who were 


associated with the plan upon the death of any hos- 


pital employee participant. It would not be insur- 








ance, but it would be a voluntary contribution of an 
agreed upon sum, paid by other employees. The 
total to be paid to the family or estate of the de- 
ceased employee. 

This plan has been adopted by many fraternal 
associations, Y. M. C. A. secretaries, teachers, and 
other groups. It has been in successful operation 
among many of these groups for years. 


2. Sick and Accident Benefits 

These benefits may be provided for by each hos- 
pital for all of its employees, as a group, the em- 
ployee agreeing to a definite deduction from his pay 
for this purpose, and the hospital supplementing the 
total of deductions with its own contribution. The 
entire group could be carried by some reliable insur- 
ance company at a greatly reduced cost. 


3. Old Age and Unemployment Insurance 

The practical application of this class of benefits 
for hospital employees cannot well be determined, 
but should be given a great deal of thought, in the 
hope that some workable plan may be developed. 
The unemployment incidence among hospital em- 
ployees we always have with us, but due to the fre- 
quent turnover among the lower paid, it does not 
loom as large as in other organizations. The old 
age problems among hospital employees is almost 
negligible. There are few employees who are on the 
hospital payroll at the age when they would benefit 
under the plan—63 to 65 years. 

In all probability the unemployment benefits would 
save more for their hospitals than their costs. They 
would contribute to stabilizing the length of service 
of the personnel, and would undoubtedly contribute 
to a better morale. One of the remediable wastes of 
the hospital income is due in large part to the large 
employee turnover. 

The American Hospital Association could take a 
practical course in the development of benefits for 
hospital employees. It could well encourage and 
perhaps sponsor one class of benefits, probably the 
death benefit, if the majority of its members ap- 
proved, and after this was successfully developed, 
give thought to extending these benefits along the 
other lines suggested. 


st ot 
A Personnel Problem 


One of the perplexing problems of hospital ad- 
ministration is the question of caring for its 
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personnel, both professional and non-professional, 
during illness. 


Prior to 1930, the personnel was usually cared 
for without charge, but the economic period of the 
last few years made hospitals weigh their costs more 
carefully, with the result that in many hospitals free 
care was discontinued and the personnel was called 
upon to pay a part of the cost of the service rendered 
to them. No doubt the custom of giving our per- 
sonnel free hospital care was started because of the 
long hours of work and low salary schedule which 
prevailed in our hospitals for many years. Today 
the hours of work required, and the salary schedule, 
approximates that in other lines of business for the 
same class of service. The professional workers who 
do not come under the labor laws would probably 
be the only exceptions. Because of their close con- 
tact with the sick they are associated with greater 
physical hazards than people in many other lines of 
work, 


The clock’s dial means little to doctors and nurses, 
when the comfort and physical welfare of a patient 
is at stake, and they stay until the work is completed, 
without any thought of added remuneration. Yet 
these extra minutes and hours of overtime accumu- 
late rapidly and would reveal a substantial figure if 
added to the annual payroll of many institutions, 
which might easily offset the actual cost to the insti- 
tutions of caring for professional personnel. 


Hospitals should be teaching centers for the com- 
munity’s health program, and every effort made to 
keep their personnel in the best of health. Having 
done this, the question arises as to whether they 
have a greater financial responsibility for the illness 
hazards of the group of employees in their power 
and heating plants, laundries, outside caretakers, 
window washers, kitchen help, office workers, and 
others not directly associated with the care of patients 
than other employees. 


The fact that some hospitals give free care to 
their personnel and that others charge them for 
service, even though it may be discounted up to 50%, 
often breaks down a spirit of loyalty and cooperation, 
particularly if the worker has previously been cared 
for during illness in a hospital which makes no 
charge for this service. Then, too, they may or may 
not be continued on the payroll, when ill. Should free 
care be regarded as additional remuneration? Is this 
fair to the worker who is more fortunate and re- 
mains well? Would it make for a better esprit-de- 
corps to pay our personnel a little more and then 
charge them the actual cost of their care during 
illness, or would it be better to allow a certain num- 
ber of days each year for illness, and then either give 
the same number of days or pay for them to the 
worker who is not ill? 





This problem seems worthy of consideration by 
the entire field, and some effort made to establish a 
policy which the American Hospital Association can 
recommend to the hospitals. 


es se 


Hospital Income and Operating Costs 


A study of the 1935 reports of one hundred volun- 
tary hospitals of the United States and Canada 
shows a total operating cost of $21,040,277.10 for 
the entire group. The hospitals were widely dis- 
tributed, of bed capacities varying from 75 to 650. 
They included all types of hospitals. The figures 
analyzed were as follows: 


Total operating costs............++- $21,040,277.10 
Total received from patients’ fees ... 15,500,687.78 
Total salaries and wages............ 10,233,382.75 


Total of all other operating expense.. 10,806,894.35 


Of decided interest is the relation of income from 
patients to the total cost of operation. These hos- 
pitals received approximately seventy per cent of 
their cost of operation from this source, leaving a 
little less than thirty per cent to be supplied by 
philanthropy and income from endowments. 


A similar study made a few years ago and in- 
cluding a larger number of hospitals showed that at 
the time the study was made the hospitals received 
sixty-four per cent of their operating costs from 
patients’ fees. 


It is significant that the payroll of $10,233,382.72 
for the one hundred twenty hospitals studied is a 
little less than fifty per cent of the total costs of 
operation. The total of all other expenses amounted 
to $10,806,894.72. The payroll figures and the total 
of other expenses come closer together with the 
employment of the modern methods of diagnosis and 
treatment, and with the added welfare activities 
which hospitals are now engaged in. In compara- 
tively recent years the hospital payroll was less than 
forty per cent of the total cost of operation. The 
importance of hospitals as employers is further em- 
phasized by the payroll disbursements. In the hos- 
pitals studied, there were one and one-third employees 
for each of the average patient population. 


The income from endowments for the group studied 
was less than three per cent of the total operating 
costs. From community chests and other philan- 
thropic support seventeen per cent, and from direct 
gifts and governmental subsidies eight and one-half 
per cent. 

The increase in percentage of receipts from patients 


indicates better methods employed in admitting pa- 
tients, closer application of business methods to hos- 








pital operation, and perhaps a reduced charity load. 
The study further indicates an improved hospital 
position, over that of recent years. 
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Partisan Politics and Our Hospitals 


The 2500 or more hospitals in Canada and the 
United States that are owned and operated by Govern- 
ment and political subdivisions are for their major 
part well administered and well operated. This par- 
ticularly applies to the military and naval institutions, 
to many of the Veterans hospitals, and to those of 
the Public Health Service. In these institutions as 
well as in most State or Province owned hospitals 
the administrator is selected for merit alone and 
remains for the period of satisfactory service. 


But in some state institutions, and particularly in 
city and county hospitals, there has been a growing 
tendency to permit partisan politics to dictate the 
appointment of the superintendent and to otherwise 
intrude a vicious influence in the hospital’s manage- 
ment, particularly in rewarding the party worker or 
ward healer with an appointment on the hospital pay- 
roll. Again this intrusion of party politics raises its 
malignant head in the awarding of contracts for 
food, equipment, and other supplies, distributing these 
favors among the faithful as a sort of political largess. 


With increasing frequency in later years competent 
administrators of recognized ability and with an ex- 
cellent background of successful administrative per- 
formance, have been summarily removed to make 
place for inexperienced, incompetent politicians. 
Superintendents of ability, honesty, and experience 
have been harassed by politicians until no honor- 
able course was left open to them except to resign. 
They could no longer endure the stench of partisan 
politics in their hospitals. Invariably their places 
were filled with appointees whose only qualification 
for the positions was political prestige. 


In one of the largest municipal hospitals in this 
country the superintendent, a civil service employee 
with twenty years of hospital experience, was forced 
to resign under trumped-up charges and he was suc- 
ceeded by a man who had been in a hospital but two 
times in his life and one of them as a visitor. 


In another large city hospital, one of the oldest in 
the country, a hospital administrator of international 
reputation resigned rather than permit partisan poli- 
tics to direct him and the institution he administered. 
In Pennsylvania, a medical superintendent who had 
been the administrator and chief surgeon of the hospi- 
tal for more than twenty years, and who is recog- 
nized wherever he is known as a superior administra- 
tor and a good surgeon, was removed to make place 
for a political favorite. And this was in a State insti- 


tution. In a large city hospital the politicians are 
trying, by all the mean methods a partisan politician 
knows so well, to run off a superintendent who has 
rendered good service for several years. In a large 
county hospital in the middle west the politicians 
have changed superintendents three times since the 
hospital was opened three years ago, each selection 
being worse than the previous one, and the political 
administration of this hospital has become so rotten 
that the medical staff resigned in a body. Among the 
smaller institutions the intrusion of partisan politics 
is the rule rather than the exception. 


These things are done with utter disregard of the 
public welfare. They lower every decent standard of 
professional performance, waste the taxpayers’ 
money, and risk the lives of the patients through 
the incompetence of political appointees. These prac- 
tices invariably lead to inefficiency, wastefulness, and 
increased operating costs. The public has to pay for 
the incompetence of political appointees and the 
patient has to suffer from their ignorance. 


The position of hospital administrator calls for 
the idealism of the physician, the acumen of a busi- 
ness man, and the executive ability of an adminis- 
trator. To him is entrusted the lives and welfare of 
the patients, the material interests of the institution, 
and the economic use of the taxpayers’ money. 


The hospital is no place for partisan politics, nor 
political patronage. Appointments should not be 
made as a reward for party fealty, or of political 
friendship. They should be made on the basis of 
merit alone. One mistake may cost many lives, shat- 
ter a home, or wreck an industry. 


The present trend of social reconstruction includes 
the potential if not the actual menace of political 
patronage. We must develop a public conscience 
which will wipe out any political party which intro- 
duces or tries to introduce spoils politics into our 
hospitals and health services. 


Politicians sink to unbelievable depths at times, but 
when they permit the influence of selfishness and 
political pull to dictate the appointment of hospital 
administrators, when they sacrifice the care of the 
sick to political expediency, when they make political 
footballs out of our health services, they have reached 
a new low in corruption, inefficiency and extrava- 
gance. 


Politics must be kept out of our hospitals. 
Those who put public service above partisan advan- 
tage must see to it that those citizens to whom is 
intrusted the governing of our hospitals are worthy, 
public-sipirited men and women who will select the 
administrators of our hospitals without fear of polit- 
ical punishment and with no hope of political reward. 
Keep politics out of our hospitals. 
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Rehabilitation of Grady Hospital 


J. B. FRANKLIN, F.A.C.H.A. 


Superintendent, Grady Hospital, Atlanta, Georgia 


ae the latter part of 1930, the Mayor 
and General Council of the City of Atlanta, decided 
to transfer the management and operation of Grady 
Hospital, our general municipal hospital, from a 
Committee of Council, to a non-partisan and non- 
political Board of Trustees, consisting of five ap- 
pointees, to be named by the Mayor and approved by 
Council, the chairman of the Hospitals Committee 
of Council, and the Mayor, thus forming a Board of 
seven members. This Board began to function on 
January 1, 1931. Within a short time it invited the 
Secretary of the American Hospital Association, Dr. 
Bert W. Caldwell, to make a survey of the hospital, 
which he did. His report was sound, convincing and 
constructive, and his recommendations have been 
carefully studied and largely adopted. 


Then came the selection of a superintendent. J. 
B. Franklin, who was superintendent of the Georgia 


Baptist Hospital of Atlanta, was proffered the posi- 
tion which he accepted, and began his duties on June 
1, 1931. 


Unfortunately, through years of political control 
and operation, the hospital had gained a very un- 
savory reputation. The public good-will was at a 
low ebb, the physical plant had deteriorated and was 
in a dilapidated condition. We were in the midst of 
the depression, money was not plentiful, salaries 
were being reduced, operating funds were difficult 
to obtain, money for repairs was scarce. Each of 
a dozen buildings, and all departments of each build- 
ing, inside and outside, needed repairs. Roofs were 
leaking, plaster was dropping, floors were badly 
worn, everything was dirty, no painting had been 
done for years, furniture was falling to pieces, new 
equipment was urgently needed. The personnel was 
inadequate, the hospital was the football of all daily 
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newspapers, Council, the medical profession, and the 
public, and was being kicked by practically every- 
body. Something had to be done. The task was big 
and discouraging. The board and the superintendent 
were of one mind, and have so continued to this day. 
The one and only purpose was to rebuild Grady 
Hospital physically, professionally, and in the good 
graces of the public. With a resolute determina- 
tion, and a will to achieve, the task was undertaken ; 
difficulties were overcome one by one, and were used 
as stepping stones to progress. 


After a careful and thorough study, with an inven- 
tory of what we had, set over against what was 
really needed, in the interest of both efficiency and 
economy, a reorganization began. Savings were 
effected and with these savings improvements were 
made. 


A Department of Admissions was established to 
control the intake of patients. Only indigent resi- 
dents of the City and County are eligible for service 
in Grady Hospital. Each applicant is checked as to 
residence and economic status. An income schedule 
was evolved and only those entitled to charity may 
be treated in Grady Hospital. 


A general store room for supplies was opened and 
competent people were placed in charge to see that 
we receive what we order, and that such supplies 
are properly distributed throughout the hospital upon 
approved requisitions, signed by the superintendent 
or medical director. 


New and modern gas ranges were purchased for 
the central kitchen, and other labor saving machinery 
and devices were installed. A dozen or more diet 
kitchens throughout the hospital were abolished and 
one central diet kitchen was built, effecting a saving 
of some $20,000.00 in the cost of food supplies alone 
during the first year following the change. 


A Central Service Station was established and all 
treatment trays, rubber supplies, surgical supplies, 
and so forth are now kept in the station and are 
sent to the various wards on requisition. This has 
obviated the necessity of keeping duplicate equip- 
ment on the various wards throughout the hospital, 
and has been the means of making a nice saving. 
The service is also more efficient and the equipment 
is kept in better repair. 


New rules and policies were established governing 
the admission and treatment of patients, the duties 
of the resident staff, the visiting staff, the schools of 
nursing, and all other departments of the hospital. 


A full-time experienced and thoroughly qualified 
medical director, Dr. Jos. H. Hines, was employed 
to direct the activities of the resident staff, to super- 
vise the treatment of patients generally, and to see 
that all patients receive adequate care and treat- 
ment. This has resulted in a much more efficient 
service both to patients and to the training of in- 
terns. 


A new shop was built, the maintainence crew was 
enlarged and a system inaugurated for repairs and 
replacements, and for the general up-keep of every- 
thing. 

The monthly allowance to student nurses was 
abolished, and the schools for both white and colored 
nurses were placed on an efficient educational basis. 
Adequate class rooms, laboratories, reference library, 
and a chapel were constructed and equipped with 
proper furniture and teaching facilities. The faculty 
was also strengthened and enlarged, and a number 
of additional graduate supervising nurses were em- 
ployed in the wards so as to afford adequate super- 
vision of service to patients, and to insure the train- 
ing of nurses in the wards. 


Shorter working hours have been established. 
With a few exceptions, all employees are now on an 
8-hour day basis, and a five and one-half or six day 
week. 


A sympathetic contact was established with the 
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Chapel and Lecture Room 


Federal Emergency Relief Administration to the end 
that labor and materials totalling approximately 
$500,000.00 have been contributed, some of which 
projects have not yet been completed. A dozen 
buildings have been remodeled, or are in the process 
of being remodeled, inside and outside, and two 
new units to the colored out-patient department 
have been built at a cost of approximately 


$200,000.00. 


In the white unit we have rebuilt the obstetric 
and the pediatric departments, the operating rooms, 
the orthopedic and x-ray departments, and we are 
now working on the emergency and out-patient de- 
partments expending approximately $15,000.00. All 
wards have been repaired and repainted, and 
linoleum has been placed on the floors. Curtains 
have been installed around each bed so as to afford 
privacy when desired. 


Ia the colored unit we have reconditioned all wards, 
laid linoleum on the floors, all walls and ceilings have 
been painted, and two additional wards have been 
built out of formerly wasted space. We are now 
beginning the reconditioning of the operating and 
utility rooms at an estimated cost of some $25,000.00. 


The x-ray service for the entire hospital has been 
completely reorganized. The physical property has 
been reconditioned and thoroughly modernized, 
obsolete equipment has been eliminated, and consid- 
erable new equipment purchased, including several 
mobile units. A full-time roentgenologist has been 
employed. 


Formerly there were two pathological labora- 
tories, neither of which was adequate or efficient. 
These have been combined and centrally located and 
a full-time pathologist has been placed in charge. 

In 1933 the City’s Contagious Hospital was made 
a ward of Grady Hospital. The building underwent 
a complete reconditioning and much new equipment 
was purchased. 


Extensive repairs were made to our white nufses’ 
home. All shower and tub baths were rebuilt and 
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an adjoining building was remodeled and made an 
annex to the white nurses’ home. 


The colored nurses’ home was also thoroughly 
reconditioned and an annex has been added. 


The dormitories for interns for both the white 
unit and colored unit have been practically rebuilt 
and considerable new furniture purchased. <A 
recreation room has been provided, and also a splen- 
did medical library. 


All gas pipe lines were consolidated under one 
meter resulting in a saving of from $1200.00 to 
$1500.00 annually. 


The entire electric system, installed years ago 
without conduits, has been replaced with a modern 
and efficient installation which has relieved us of our 
greatest fire hazard. 


A concrete service pipe trench is now being con- 
structed to extend from the boiler room across two 
entire city blocks and this tunnel is to house all 
direct and return high and low pressure steam lines, 
and hot water and gas pipes for the entire hospital. 
This is one of our most urgently needed improve- 
ments. 


Previously undeveloped space has been utilized for 
many of the improvements enumerated. And, too, 
the bed capacity has been increased by approximately 
one hundred beds. 

The capacity is now about six hundred beds. 

At this time the physical plant is in a fairly satis- 
factory state of repair. 

The medical, surgical and nursing services com- 
pare favorably to similar services furnished in local 
private hospitals. 

Our public relations are cordial and happy. The 
hospital has the good-will and cooperation of the 
public. 

The doctors’ problems have vanished; our staff 
has been completely reorganized. We are having 
splendid cooperation from the medical profession. 
Whereas we formerly had separate staffs for the 
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different units of the hospital, and these staffs- were 
constantly at war, one with the other, we now have 
a consolidated staff and harmony prevails. 


Atlanta’s three daily newspapers are now friendly 
and cooperative. 


During the past five years we have had many 
encounters, from a political angle, with our General 
Council. On several occasions threats have been 
made that the Board of Trustees would be dismissed 
and the hospital placed again under a Committee of 
Council. The task of winning the confidence and 
cooperation of Council has not been an easy one. 
It appears, however, that the open and fair non- 
political policy of the Trustees has won the day, and 
that now we have the good-will and the cooperation 
of Council. While we daily emphasize and practice 
legitimate economy, we stress the fact that we are 
a life saving and health restoring agency first of all. 


The following statistics, detailing facts for the 
year 1929, the year immediately prior to the present 
administration, and the year 1935, illustrate some 
of the progress made: 


Number 
Clinic 


Patients 


Number Total 
of Bed Number 


Patients 


Number 
Emergency 
Patients 

45,855 

94,132 


Year Cases 

1929 18,581 15,949 11,355 

1935 34,693 39,533 19,906 
The patient load has more than doubled. 


Total Cost of Operating 
$533,914.00 
OR 8s 6a Cree Re $502,479.68 


Notwithstanding the doubling of the load, the 
operating cost has decreased. 


Cost per Patient Day 


The patient day cost has been reduced and the 
efficiency increased. 


Total Mortality Rate Including 
All Accident Emergency Deaths 
8.5 % 


Our legitimate mortality for white patients for 


1935 was 2.85%. 
Average Days of Bed Occupancy 


14. days 
8.3 days 


Much progress has been made but we have only 
begun. We are the teaching hospital for Emory 
University School of Medicine. Our desire is to 
make Grady Hospital the center of medical and 
nursing education for the Southeast. 


DID YOU KNOW THAT— 


One grain of hardness per gallon of water will 
“kill” one pound of soap per thousand gallons of 
water and that one-half pound of salt would soften 


the same amount of water and save the soap? 
ee 


One pound of coal will heat five gallons of water 
to 165°, the usual temperature required for the do- 
mestic hot water supply. 

* 


* * 


Of 7033 nurses employed in non-Federal tuber- 
culosis sanitaria, 2427, or more than one-third, are 
not graduates. 

: ee 

The per capita cost of caring for patients in tu- 
berculosis sanitaria ranges from 0.50 per day to 
$6.78 per day. 

es 
Out of 204 community chests reporting, three- 


fourths raised more money for 1936 than for 1935. 
e:8" > 


The first hospital on the North American conti- 


nent was built by Cortez in Mexico City in 1524. 
ee 


The first hospital to be opened in Canada was The 
Hotel Dieu de Precieux Sang, opened in Quebec in 
1639. 


eh ae 
The first hospital incorporated as such in the 
United States was the Pennsylvania Hospital, opened 
in 1755. 
"  e 
The first organized nursing group in America was 
the Sisters of St. Joseph, organized in 1’Hotel Dieu, 
which had been opened in Quebec in 1639. 
ese 
Fifty per cent of all hospital cases in the country 
represent some form of mental illness. The annual 
recovery (or improvement) rate is about forty per 


cent. 
ene. Ree 


Out of the tax money, $4.52 per person is actually 
spent for police protection for the United States 
citizen, $3.32 for fire protection, and only fifty cents 


for health protection. 
"Se, ae 


In eighty-six cities the infant mortality rate for 
1935 was forty-nine per thousand live births, and 
the infant mortality rate for 1934 was fifty-five per 
thousand live births for the same cities. 

* ** * 

Hospital in the United States have 4,271 clinical 
laboratories employing 6,105 laboratory technicians ; 
4,488 had radiological departments employing 4,300 
x-ray technicians; 3,403 had physician-radiologists 
and 703 did not? , 
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What Is the Educational Responsibility 
of State Boards? 


MRS. ADA R. CROCKER, R.N. 


Executive Secretary, Illinois State Nurses? Association, Chicago, Illinois 


I. YOU ARE INTERESTED in the origin and 
historical development of hospitals you will find that 
for the most part they have been conceived in 
answer to a demand, established by wise and far- 
seeing founders and designed to meet the needs of 
the communities in which they are located. 

The manner in which they have met their responsi- 
bilities can best be judged by their growth, both 
physical and educational, and by their influence upon 
the public they have been privileged to’ serve. 

Hospitals have attempted to keep pace with the 
marked changes and advances made in medical 
science. This has necessitated instituting many new 
services, additional equipment and has required the 
expenditure of large sums of money. 

Dr. Malcolm T. MacEachern, in a recent article 
on “The Better Control and Regulation of Hospitals 
through Higher Standards of Licensing” states that 
many hospitals now exist which ethically and profes- 
sionally have no right to existence. Their origin is 
not based on community needs but frequently is 
prompted by mercenary desires, spite, prejudice, or 
irregular practices. 

After a careful study of hospitals in forty states, 
he recommends that: No hospital be permitted to 
come into existence unless the need is proven, and 
that every hospital have approved physical facilities 
and show a desire to conform to proper ethical and 
professional standards. 

Dr. MacEachern further recommends that all in- 
stitutions caring for the sick should be licensed an- 
nually and lists ten requirements as basic if the 
patient is to receive efficient care. Two of these are 
very important considerations in the nursing service. 

“1, An adequate number of efficient personnel 

under competent supervision to render the 
necessary care of the patient. 
Evidence of humanitarian spirit in which the 
best care of the patient is always the primary 
consideration.” 

Hospital Service 

It is wise occasionally to go behind the scenes and 
observe how smoothly and well the various services 
of a hospital are organized. The nursing service 
reflects the preparation given the nurse. “Quality 
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service” implies intelligence, judgment, interest, un- 
derstanding, and good sportsmanship. These quali- 
ties apply equally well to all members of the hospital 
personnel, 

Hospitals of today are in the class of big business 
and often have to meet the keenest kind of competi- 
tion. Along with the modern scientific equipment 
of the hospital comes the recognition of the need 
for well qualified personnel and a program of super- 
vision which will safeguard the care of the patient 
and stabilize the service itself. 

Hospitals are dedicated to public service. To 
fulfill that mission they must also be educational 
centers. The nursing service may be under the direc- 
tion of a school of nursing or it may be performed by 
a personnel of graduate nurses. Faithful and effi- 
cient service guided through intelligent supervision 
increases the hospital’s usefulness to the community. 

For the past forty years or more nursing leaders, 
through the medium of state and national organiza- 
tions, have been concerned with nursing standards. 
The dramatic story of the origin and growth of nurs- 
ing organizations cannot be included in this discus- 
sion. Marked progress in nursing has been made 
through their studies and assistance in interpreting 
professional and community needs. 


Nursing Education 

The purposes of the National League of Nursing 
Education include a consideration of all questions 
relating to nursing education and the American 
Nurses Association is organized to promote the pro- 
fessional and educational advancement of nurses and 
assist in their working relationships. 

In 1900 new training schools (as they were then 
called) were being established rather rapidly in all 
kinds of hospitals and the instruction varied greatly 
both in quality and quantity. Graduate nurses were 
often required to work side by side with so-called 
nurses who had little or no preparation in nursing. 
It is not strange that the public confused the compe- 
tent nurse with the incompetent and sometimes di- 
rected criticism which seemed quite unjust to the 
nursing profession. 

Nursing Legislation 

It was generally believed by members of the pro- 

fession that through legal regulation the public would 





be safeguarded and the graduate nurse identified and 
protected. Seven years later sixteen states had laws 
regulating the practice of nursing and Sophia 
Palmer stated, “the quality of nursing service in 
every kind of institution for the care of the sick 
and insane has changed for the better since registra- 
tion agitation began.” 


Even though all states now have laws providing 
for registration, the struggle for better legislation 
continues. The objective does not change. When- 
ever one reads or hears discussions on nursing legis- 
lation, the plea for higher standards of education and 
experience, as well as for more rigid control over 
those who nurse for hire, is for the sole purpose of 
providing a professional service acceptable to the 
public. 


Important features of these laws include standards 
for accredited schools of nursing, registration re- 
quirements and fees, membership, appointment and 
powers of Examining Boards, and provision for 
penalties for infringement of the law. 

A study of Nurse Practice Acts shows that ad- 
ministrative authority is vested in various groups 
including the State Board of Nurse Examiners, the 
State Department of Health, the State Department 
of Education, the Department of Public Instruc- 
tion, the State Medical Board and the State Depart- 
ment of Registration. However, in the largest num- 
ber of cases, the official body is the Board of Nurse 
Examiners. 

The appointment of well qualified nurses on this 
Board is exceedingly important. In some states the 
selection is made from a list of candidates submitted 
to the governor by the state nurses’ associations. This 
plan can be endorsed only if the association has care- 
fully considered the personal and professional quali- 
ties of the nurses whose names are submitted. 

Elizabeth Burgess explains that “there are no 
approved qualifications, but certainly nurses to be 
on the Board should be registered under the law 
and should have been a sufficient number of years 
in the practice of nursing to know the needs of the 
profession. They should know the needs of a good 
school and be qualified for the work they are to do.” 

The law is based on minimum standards. The 
requirements in many instances are very low and 
one wonders if nurses whose qualifications are 
scarcely above the minimum are really safe to care 
for the sick. A frank and critical examination of 
the statute and a sympathetic attitude toward changes 
in the law to improve standards is necessary in order 
to meet the challenge of the public for effective and 
competent nursing service. 


Clara Quereau, secretary, New York Board of 
Nurse Examiners, suggests that an attempt be made 
to enact laws which have a higher degree of 


uniformity. Not that there should be rigid stand- 
ardization but rather a general acceptance of prin- 
ciples upon which laws might be based. 

The chief value of the nursing law, states Adda 
Eldredge, is that it gives the machinery and the 
funds for the educational work of supervising 
and advising the schools of nursing. She also be- 
lieves that requirements for the schools should not 
be too specific, to take from the schools opportunities 
for experimentation which also may mean the cur- 
tailing of interest in newer trends of thought. 

I have called attention to the opinions of nursing 
leaders who have had years of experience in ad- 
ministering state laws. You will gather from these 
remarks that nothing ideal has as yet been accom- 
plished. However, through the courageous efforts 
of pioneers in this field a foundation has been built 
and plans for an appropriate structure are slowly 
developing in the hands of the designers. 

The structure must be suitable in style, must meet 
certain measurements and must be built economically 
to meet the needs of society and also the needs of the 
nursing profession. The designers have aided di- 
rectly or indirectly with the “research work” of the 
Grading Committee, they are studying policies and 
programs of standardizing agencies and as a broader 
concept of nursing education is presented by the 
National League of Nursing Education, the essential 
factors or elements of this structure will be assem- 
bled into a component whole. Consultants who are 
assisting include specialists in all fields of nursing, 
representatives from the fields of medicine, general 
education and hospital administration. 


Educational Responsibilities of Examining Boards 

Miss Eldredge reminds us that much can be ac- 
complished with what we have if we will use it. 
Educational responsibilities of the Examining Board 
cannot be recognized unless members of that Board 
have a broad understanding of the needs of the pro- 
fession. These needs change in keeping with changes 
and advances in medical and hospital service and in 
the general health programs of the country. 

Perhaps then we are justified in saying the first 
requisite for an educational program is that Board 
members possess such personal and professional 
qualifications as will enable them to give intelligent 
guidance in matters relating to the improvement and 
advancement of nursing. 

The first educational responsibility is setting stand- 
ards for schools of nursing. The statute provides 
the minimum but that does not prevent the Board 
from recommending higher standards which may 
be recognized eventually as basic requirements for 
professional preparation. 

Such matters as age and preliminary education of 
students, theoretical and clinical opportunities, hous- 
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ing and classroom facilities, qualifications of faculty 
and reputability of the hospital are considered when 
accrediting a school of nursing. The most satisfac- 
tory way to secure information relating to the above 
points is through a visit to the institution. 


Inspection of Training Schools 

A study made for the League of Nursing Educa- 
tion Committee on State Board Problems reveals 
that nearly three-fourths of the states have regular 
inspections once each year. Slightly more than half 
of the states reported that they accredit their schools 
only once, but make periodic visits to determine the 
school eligibility to remain on the list. In forty-nine 
per cent of the states accreditation lasts for only one 
year and all schools must be re-accredited every 
twelve months. 

The amount of time spent in inspecting a school 
varied greatly. Five states reported never spending 
more than a few hours in a school, whereas another 
five states reported spending from four to seven days 
on each inspection. 

The study includes facts relating to teaching facili- 
ties and records, living facilities, inspection of ward 
practice, observation of class room instruction and 
inspection of affiliating schools. 

In all but two of the reporting states, the inspector 
always makes a report of her survey of each school 
to the state board. Usually the report is presented 
in writing. In seventy-three per cent of the states, 
the report which is returned to the schools is a sum- 
mary of what the inspector found at the school with 
such recommendations as seem necessary. Some- 
times these recommendations are discussed with the 
director of the school but in fourteen states no con- 
ference is held. In three-fifths of the states, follow- 
up inspections are made to see that recommendations 
are carried out, in the other two-fifths they some- 
times but rarely are made. 

The interesting and revealing information com- 
piled in this study is hopeful but also somewhat dis- 
couraging. If the function of the state boards is 
to supervise and advise it would seem necessary to 
have more uniform methods of administrative pro- 
cedure. Hospital and school of nursing officials may 
resent the so-called inspection but surveys, confer- 
ences, and guidance are quite generally appreciated. 
One can readily understand a variation in the amount 
of time necessary to inspect schools, but just how 
much supervision and constructive guidance can be 
given if only a few hours are spent in an institution ? 


The Educational Program 
Possibly some of our very serious problems in 
nursing could be overcome if more time and thought 
were given to a study of conditions and opportunities 
in each school of nursing and the place of each school 
in the whole health program of the community in 
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which it is located. This involves far more than a 
superficial visit through the hospital, the class rooms 
and the nurses’ residence. It means a careful analysis 
of existing conditions, and an unprejudiced inter- 
pretation of nursing needs of the community. A 
state-wide program of this character could not be 
accomplished in a brief period of time because aii 
reforms are worked out very slowly. Hospital 
boards, hospital officials, the medical profession, 
nurses, and the general public must be convinced of 
the soundness of an educational program which will 
prepare the graduate nurse for the increasing de- 
mands made upon the profession. 


These suggestions in detail may have been brought 
to your attention at various times by Nurses’ Ex- 
amining Boards in your own state. Have you given 
them your full cooperation and support in the work 
they are trying to do? Have they been given an 
opportunity to discuss problems with members of 
your hospital board or school of nursing committee, 
members of the medical staff and members of the 
faculty of your school? 

This may or may not be necessary in your own 
opinion. .From the viewpoint of the accrediting of- 
ficial it may be most important and of distinct value 
to all concerned. While the purpose of inspection 
is to determine the manner in which the school is 
meeting minimum requirements set by law, the re- 
sults tend to stimulate the school to make self- 
surveys or critical analyses which may be used as a 
basis for experimentation, reorganization and 
growth. 

During the past four or five years, the problem 
of employment has been very acute and we have 
come to realize that many unemployed nurses are un- 
employable because they lack the personal or pro- 
fessional qualities which are needed for intelligent 
and humanitarian service. Strange as it may seem, 
there continues to be an insufficient number of well 
qualified nurses for positions of responsibility in 
various fields. 


The Responsibilities of Examining Boards 

The Grading Committee urges that, in order to 
improve the quality of nursing which patients receive, 
the professional organizations do all they can to 
strengthen and improve the service which the state 
boards furnish to hospitals. Here again we recog- 
nize an educational responsibility of state boards. 
Reports of their activities and progress, including 
general trends as indicated through results of ex- 
aminations for state registration, would be very il- 
luminating and important information for the pro- 
fessional organizations. 

The assistance and cooperation of these organiza- 
tions is available and very influential in promoting 
standards which will prepare the nurse to more satis- 





factorily carry out her professional duties. Their 
influence with legislative bodies to raise the require- 
ments for nursing education and to provide funds 
for adequate supervisory service should not be over- 
looked or underestimated. A close and harmonious 
working relationship is essential in carrying forward 
plans for erecting the type of structure which will 
more adequately meet the health service needs of the 
community. 


Conclusion 
The foregoing statements indicate that the public 
expects the hospital to provide intelligent and effi- 
cient care to the sick of the community, and that 
efforts to provide that type of service are being made 
by authorities directly responsible for hospital 
standards and administration. 


Nursing organizations are seriously concerned 
with questions relating to nursing education and the 
nursing needs of the public and have used their in- 
fluence to secure legal enactments designed to regu- 
late the practice of nursing and set a minimum stand- 
ard for professional preparation. 


The Hospital and Its 


The Orange Memorial Hospital, Orange, N. J., 
made a new departure in its cultivation of its com- 
munity by presenting a five-act playlet entitled, “See- 
ing the Patient Through.” 

Mr. F. Stanley Howe, Miss Ruth Coon, and other 
members of the staff, wrote the play and were the 
actors in its first public appearance. 

A prologue by one of the cast laid the background 
for the piece, indicating that a patient who had just 
suffered a cerebral hemorrhage was on his way to 
the hospital in an ambulance. 

At this stage an ambulance siren was sounded be- 
hind the screen, giving a strong touch ot realism, 





The Players 


In order to carry out educational and supervisory 
functions it is essential that members of State Boards 
of Nurse Examiners have a broad understanding of 
the nursing needs of ‘society and the educational 
facilities available in schools of nursing. 

Hospital and school of nursing officials are en- 
couraged to adopt a friendly attitude towards mem- 
bers of the state boards and seek their advice in 
matters relating to the improvement of nursing 
service. 

Educational responsibilities of Examining Boards 
include developing a close working relationship with 
professional organizations in order to strengthen and 
improve their plans for supervisory service. 

The nursing profession has accepted the challenge 
to reconstruct the pattern of professional prepara- 
tion. Through new interpretations of nursing serv- 
ice, new educational horizons will appear. Nursing 
organizations and state boards will have a definite 
obligation in carrying forward the plans for a more 
appropriate and permanent structure. 


Community Problems 


which was not lost on the audience. The main pur- 
pose of the demonstration was to present as vividly 
as possible the full range of possibilities in any gen- 
eral hospital for thoroughly co-ordinated medical 
social case work, and its relation to other agencies 
in the community. One of the really dramatic mo- 
ments was when the wife of the patient, after having 
opened up her soul to the social worker, exclaimed 
that she never realized that there were people in hos- 
pitals to whom one in trouble could talk as she had 
been doing. The contact between the resident physi- 
cian and the social worker was also very interest- 
ing, showing the contributions of each to the care of 
the patient. The final scene, in which an “indignant 
citizen’ comes in to complain to the superintendent 
because he had heard that the patient was sent home 
too soon, presumably because he could not pay his 
bill, was also very effective. He went away en- 
tirely changed in his attitude, and in fact greatly 
surprised at hearing how thoroughly the case had 
been covered and how much more had been done 
for the patient than was generally considered the 
function of a hospital, including the reasons why it 
was much better for the husband to be sent home in 
his wife’s care than to be institutionalized further, 
with the quite certain result that the family would 
disintegrate. 


The play attracted a great deal of publicity and 
made a decidedly favorable impression on the com- 
munity. 
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The Training of Medical Records Librarians 


EDNA K. HUFFMAN, R.R.L. 


Medical Records Librarian, St. Joseph Hospital, Chicago, Illinois 


V y HEN THE FIRST CALL was sent out for 


record librarians of the United States and Canada 
to assemble at a round-table meeting during the ses- 
sion of the Clinical Congress of the American Col- 
lege of Surgeons at Boston in 1928, it would have 
been impossible for anyone present to foresee that 
the group of thirty-five enthusiastic record librarians, 
who spontaneously organized the group to be known 
as the Association of Record Librarians of North 
America, would, within the next eight years, enlarge 
until its membership would number nearly one thou- 
sand, nor that the profession would in that period 
of time, develop into the highly specialized profes- 
sion that it is today. 

This group was formed primarily so that the lone 
workers scattered out over our vast continent could 
come together for interchange of ideas, but early in 
the life of our Association, the Board of Trustees 
of the American Hospital Association requested the 
Chairman of the Committee on Clinical Records to 
invite our Association to appoint a representative on 
their committee, and so we acquired an added objec- 
tive. At the first meeting of that committee, the 
following three-fold plan was developed: 


1. Nomenclature of Diseases and Operations. 

2. Record Room Organization and Methods, 

and Training of Personnel. 

3. History Writing and Record Forms. 

Thus, practically in the very beginning of our ex- 
istence the training of personnel was brought before 
us by one of the leading hospital organizations. 
Even in that early day it was realized that this field 
was one that was developing into a highly specialized 
unit. It was realized by leading hospital authorities 
that not just anyone with a knowledge of stenog- 
raphy, and some slight instruction in filing, and in 
the use of a nomenclature would be able to meet the 
demands made upon the medical records department 
of the future, as has been possible in the past. 

In 1929 a Committee on the Training of Medical 
Records Librarians, composed of members from our 
own organization was appointed, and presented its 
first report at the Philadelphia meeting in 1930, This 
report was, of course, only preliminary, but was a 
step forward, and a basis from which to commence 
discussion. 


Until that time the education of medical records 






librarians was essentially an apprenticeship method, 
differing greatly from the educational training af- 
forded in other professions, and we realized that if 
we were to attain the professional status demanded 
of us, and be able to meet the ever-increasing de- 
mands made upon the medical records departmenis, 
that it was imperative for us to have approved train- 
ing centers prepared to give an adequate theoretical 
course correlated with the practical experience, a 
course which would train medical records librarians, 
not for one specific position alone, but would train 
them to adapt themselves to any particular system or 
routine which they might eventually be required to 
use. 


Each year careful consideration was given to the 
subject of training, and in 1932 a “Suggested Out- 
line of a Training Course for Hospital Record Libra- 
rians” was presented by the committee for discus- 
sion at the annual meeting. The committee felt that 
theirs was a task calling for serious deliberation, and 
one in which they must of necessity make slow prog- 
ress. Their report at that time stated in part, “There 
is probably no profession in the world in which 
methods of training have not changed greatly since 
the first courses were offered. Educational methods 
of even a generation ago, along all lines, are now 
considered out of date, and the next generation will 
see today’s ideas as equally archaic. The profession 
of record librarian will be no exception. A cross 
between that of the general librarian, and that of the 
nurse, its standards, like those of the other two, will 
steadily rise. Longer, and shorter courses of study, 
as in other fields of work, may be available, but for 
those who desire the more important positions, the 
necessary preparation, even ten years from today, 
will probably be something that is scarcely dreamed 
of today. 


“In all probability the training course of the fu- 
ture, like that for most all professions, will be in a 
university. The advantages of such training over 
that which can be given elsewhere are of course very 
great. Said the Dean of a University School of 
Medicine, the other day: “The aim of such a course 
of training should be, not to train more technicians, 
but graduates with background.’ A little reflection 
shows his statement to be well founded. The record 
librarian comes in contact chiefly with the members 





of the medical profession—men and women of edu- 
cation and culture; the wider her outlook on life, the 
more points of contact she can establish, the more 
highly she will be valued by her associates, and the 
better work she can do in the great fight against 
disease and death.” 


The outline which was presented at that time has 
been comprehensively studied and improved upon 
each year, and serves as a basis for the curriculum 
which we are using today. The committee has been 
enlarged, and at the present time is composed of 
representatives from the American Hospital Asso- 
ciation, the American College of Surgeons, the 
American Medical Association, and three members 
from our own Association. Thus, the leading hos- 
pital censoring organizations are today cooperating 
with us toward the end that we may train workers 
who will maintain a high standard of competence. 
They have taken definite steps to raise our standards, 
as the committee are fully determined that the list 
of approved schools must bear the names of hospitals 
which will endeavor faithfully to carry out the mini- 
mum standards adopted to regulate training methods. 


There are at the present time four approved 
schools for the training of medical records librarians, 
namely : 

Massachusetts General Hospital, Boston, Massa- 

chusetts ; 

Rochester General Hospital, Rochester, New 

York 

St. Mary’s Hospital, Duluth, Minn., affiliated 

with the College of St. Scholastica 

St. Joseph Hospital, Chicago, IIl., affiliated with 

DePaul University. 

The approved schools are few in number at the 
present time but the committee feel that it is neces- 
sary to proceed cautiously. Several other hospitals 
than those named have made application, but in some 
instances the librarians are not registered, or even 
members of our Association. Some of these libra- 
rians are most capable of being splendid instructors, 
and their hospitals rate high, but the committee feel 
bound by loyalty to our Association, and to the ad- 
herence of the government of our curriculum to re- 
ject their applications until they meet the specified 
requirements. It is not the aim of the committee 
to discourage the best of these applicants ; it is rather 
that they are. keenly bent on maintaining a loyalty to 
our standards. 

The committee hope that in the near future it will 
be possible to establish one school in the extreme 
northwest; one in the extreme southwest; one in the 
central west ; one in the central south ; two additional 
in the Great Lakes region; possibly two in New 
York City; and two somewhere allotted to the train- 
ing of students for colored hospitals. 








The instructress of approved schools must be a 
registered record librarian (by that is meant one 
who has passed the minimum requirements of the 
Board of Registration), she must be a member of 
the Association of Record Librarians of North 
America, and have had not less than five years’ 
actual experience as head of a medical records de- 
partment. She must have demonstrated ability to 
teach and possess sufficient executive ability to direct 
the work of others ; she must be of sufficient maturity 
both in experience and judgment; she must have a 
thorough knowledge of medical library methods in- 
cluding the various nomenclatures; she must have 
an amiable personality and a dignity in relation to 
professional ethics. 


The applicants to all approved schools today must 
be graduates of approved high schools, and they must 
also either be a graduate of an accredited school of 
nursing, or have one year of college training or its 
equivalent ; they must have a proficiency in typing 
and shorthand; be able to present a certificate of 
good health from a reputable physician; and be at 
least 21 years of age. 


The course offered must be of not less than six 
months’ duration (while some hospitals are offering 
courses from nine months to one year in length), 
and is outlined in our curriculum as follows: 


I. Theoretical 
a. Anatomy 
b. Theory of record keeping 
c. Medical Terminology 

1—Anatomical Terms 

2—Nomenclature of diseases and condi- 
tions 

3—Nomenclature of operations 

4—Terms used in symptomology and 
treatment 

5—Terms used in materia medica 

6—Laboratory and bacteriological terms 

d. Medical Ethics 

II. Practical 

a. Case Records 
1—Checking 
2—Assembling 
3—Making case 


types) 
4—Filing (various types) 


summaries (various 


III. Indexing of cases 


a. Diagnosis file (various types) 
b. Operation file (various types) 
c. Doctor’s file (various types) 
d. Medical Statistics 
1—Daily 
2—Monthly 
3—Annual (including narrative report) 
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. History Taking 
a. Theoretical instruction (record librarian, 
historian, intern, or member of staff) 

b. History writing from dictation (historian, 

interne, staff) 


V. Work in Operating Pavilion or on operative 
cases 
a. Indexing and filing 
b. Reporting operations (dictation or dicta- 
phone) 


VI. Hospital Laboratory Reports 
a. Indexing and filing 
b. Case reports (dictated) 
c. Autopsy reports (dictated) 


VII. Out-Patient Department 
a. Indexing and filing 
b. History taking 
1—From dictation 
2—Practical experience (under supervi- 
sion ) 
VIII. Social Service Department 
a. Medical—Social Terminology 
b. Indexing and filing 
c. Social history and follow-up record 
1—From dictation 
2—Practical experience under supervision 


IX. Admitting Office 


a. Registration of patients 
b. Indexing and filing 

c. Daily census 

d. General hospital statistics 


X. Hospital Visiting: (For acquaintance with 
varied systems of general hospital 


a. Special hospitals (psychiatric, tuberculous, 
feeble-minded, etc.) 

b. Out-Patient departments and charity or- 
ganizations (doctor’s offices may be in- 
cluded). 


Because the medical records librarian is becoming 
increasingly more essential in the hospital routine, 
and because the scope of her duties, and relations 
are being constantly broadened so that she plays a 
very important role in the hospital organization, care 
must be exercised in the selection of students, taking 
only those who pass the necessary qualifications, and 
possess a natural talent for development into a per- 
sonality who will be able to coordinate her depart- 
ment with the other departments of the hospital and 
integrate the record system of her entire institution 
into an efficient unit. 


We must of course keep in mind that there are two 
types of workers in the medical records departments 
of our hospitals. The one with whose training we 





are chiefly concerned, the medical records librarian, 
who has a professional status, and the record clerk. 
The record clerk will many times serve in smaller 
hospitals which cannot afford the highest class serv- 
ice, and will work under the direction of the staff 
record committee, or of the superintendent, or she 
may serve as a routine worker in the medical records 
department of a large hospital. If our students can- 
not eventually meet the essential qualities for a medi- 
cal records librarian, it is a kindness to them, and a 
distinct advantage to the hospital field in general, 
to explain this fact to them early in their training, 
so that they may either prepare for a position as 
record clerk, or seek some other field of endeavor 
for which they may be better qualified. 


Good medical records of a hospital do not just 
happen. In every hospital, there must be an organ- 
ized, well-directed, persistent effort if satisfactory 
results are to be assured. The production of a good 
medical record is the result of coordinated effort on 
the part of the patient, attending physician, con- 
sultant, interne, pathologist, roentgenologist, anes- 
thetist, physical therapist, nurse, social worker and 
dietitian, and all this coordinated into a whole by the 
medical records librarian. Is it any wonder then, 
that the medical records librarian must possess un- 
usual qualifications, and that great care must be exer- 
cised in the selection of our students? 


A student to develop into an efficient medical rec- 
ords librarian must have a good appearance and a 
pleasing personality. She must possess the essentials 
necessary to develop into a diplomat, as she must be 
ever watchful and considerate if she is to obtain the 
maximum cooperation from the management and 
medical staff. She must learn to cooperate with any 
department or committee desiring the assistance of 
her specialized knowledge. She must learn to be 
dependable, reliable, honest and accurate to the nth 
degree. She must be ever willing to learn, be alert 
and progressive. She must learn to maintain the 
respect of her subordinates and create a spirit of 
cooperation and willingness in her department with- 
out assuming a dictatorial attitude, and she must 
also learn to play her part in establishing an under- 
standing relationship between the medical records 
department and every other department of the hos- 
pital. A medical records librarian must be capable 
of meeting other department heads on their own 
ground, and this requires not only practical experi- 
ence in her own field, but a wide general background 
as well. 


From this brief resume of our training standards 
and the qualifications necessary for a successful rec- 
ord librarian, it can readily be understood why the 
committee are favoring the longer courses, and it 
also explains the necessity for the rigid requirements 









set forth for instructresses for approved training 
centers. : 

Our profession owes a debt of gratitude to Jesse 
E. Harned, who has served as chairman since 
the beginning, and to each of those who have at 
various times composed the membership, for striv- 
ing so zealously to maintain and raise our training 
standards. 

Prospective students should ascertain whether the 
school in which they wish to train is approved, so 
they may be assured of meeting the requirements 
for registration upon completion of their course, as 


the Board of Registration will accept only those ap 
plicants who are graduates of an approved course. 
The American College of Surgeons at present rec- 
ommend that only registered record librarians be re- 
tained in positions as heads of departments, and this 
will very soon be not merely a recommendation but 
a requirement. Thus, when that ruling goes into 
effect all students trained in unapproved training 
schools for medical records librarians after the adop- 
tion of the Curriculum in 1934, will be unable to hold 
positions as heads of departments in approved hos- 
pitals. 


_ Survey of 171 Pennsylvania Hospitals 


The Hospital Association of Pennsylvania re- 
cently completed a study of the financial and service 
questionnaires returned by 171 hospitals. 

The Bulletin of the Hospital Association of Penn- 
sylvania has made the following analysis, which will 
be of interest to all of our hospitals: 

“A total of 171 hospitals answered the financial 
and service questionnaire recently sent out by the 
Executive Secretary’s office. This compares with 
a total of 124 hospitals which responded to the ques- 
tionnaire sent out just about a year before and 
which was sponsored by the Joint Committee of the 
three national associations. 

“In tabulated form the questionnaire for 171 hos- 
pitals totals show: 

Total bed capacity 

TO A TB i nine ieee os 6,710,828 


Part pay ward days...... 938,986 

POO GRVG ces ck cvs senna 
Average per capita per diem cost...... $3.94 
Receipts from: 
City 16,700.00 
Townships 11,084.50 
Counties 417,422.32 
TE cian cua aeebe § 3,346,888.85 
1,992,618.85 
1,854,826.36 

656,516.68 
1,329,643.17 

Total $9,625,700.83 
Out-Patient Departments : 

Wessber of wats. so 5 oa onde sees 2,964,749 

Number of patients................ 922,754 


Community Chests .... 
Endowments 

Private Donations 
Others 


Average cost per visit $1.06 
Average receipts per visit $ .58 
Raw food, average per diem cost..... $ .52 
Same period a year ago 48 
Housekeeping, average per diem cost. 37 
Same period a year ago 36 


“It will be seen that the free days amount to 47 
per cent of the total in-patient service. The ques- 
tionnaire a year ago revealed a 60 per cent free 
ratio. 

“This decline in charity service must not be mis- 
interpreted. It was a decline brought about chiefly 
through enforced restrictions in charity work, a 
policy which most institutions had to adopt to save 
themselves from closing their establishments. Doubt- 
less, some of the financial improvement was real, 
too. 

“On the basis of an average per capita per diem 
cost of $3.94, the total of 3,172,743 free days cost 
the 171 reporting institutions $12,500,607.43. 


“From the figures it would appear that each out- 
patient made three plus visits. The total cost of 
that service for the institutions operating such de- 
partments was $3,142,633.94, on the basis of $61.06 
average cost; the receipts figure $1,719,554.42, on 
the basis of 58 cents’ average receipts. This shows 
a loss in out-patient service of $1,423,079.52. 

“Thus, in-patient and out-patient services given 
charity patients totaled $13,923,686.94. 

“An approximation of the complete State pictire 
can be obtained by multiplying the above figures by 
2.31. This 2.31 represents the ratio between the 
29,575 beds in the 171 reporting hospitals and the 
total hospital beds in the State, 68,588, as reported 
in the hospital number of the Journal of the Amer- 
ican Medical Association of March 30, 1935.” 
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Yesterday and Today. Tomorrow —? 


JOHN N. HATFIELD 


Administrator, Pennsylvania Hospital, and Executive Secretary, Hospital 


Association of Pennsylvania 


i REQUEST of the Editors of “HospiTrats” 
for this article called out of oblivion a whole album 
of mental pictures. Yesterday and today became 
sharply contrasted. 

It is true that we never can gauge how far we 
have advanced unless we pause occasionally to com- 
pare conditions of the past with those of the present, 
and theorize concerning the future. 

I should like to take a moment to paint that back- 
ground against which to project what is and what 
may be. At the risk of being somewhat personal 
I should like to use brush and tubes of paint with 
which I am familiar. Many of you, I know, have 
been part of those settings and will therefore appre- 
ciate their significance today. 

My early life was closely associated with that great 
institution, the American farmer. My family was 
established on a farm, isolated, it seemed to me then, 
far back in the hills of northern Pennsylvania. 
There was a semblance of a village four miles away, 
but the nearest town with a railroad outlet was nearly 
eight miles distant. A team of fast horses hitched 
to a rubber-tired wagon was then considered the 
most rapid means of transportation over country 
roads, dusty in the hot summer, and deep with mud 
in the spring. And in winter, the sleigh or bob-sled 
was used when it was not too cold and the snow not 
too deep. 

There were no automobiles in that country thirty 
years ago; neither was there a telephone system. 
Radios were unheard of, and electricity for light and 
power on the farm had not yet been considered a 
possibility. The first mail route had just been estab- 
lished, which brought us an occasional letter and one 
or two weekly newspapers. My first school experi- 
ence was in “a little red school house,” over two 
miles away. It was a small, one room building in 
which some twenty children and young men and 
women in their early twenties, ranging through all 
the elementary grades, were taught the three “R’s” 
by one teacher. 

Attending church or Sunday school at the cross- 
roads village four miles away was our only social 
outlet, except an occasional Sunday visit to the home 
of a relative or neighbor. The only semblance of 
an organization in that part of the country at the 
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time was the “Citizens Mutual Telephone Company,” 
developed as a community enterprise. It provided 
a somewhat rudimentary service to subscribers when 
it was in working order and when the line was not 
“busy’—for there was but one line. 

We were an entity unto ourselves, practically self- 
sustaining, obligated to few and dependent upon al- 
most no one. There was individual initiative, yes; 
and there was ambition. But they were not utilized 
in the main for the common good. Nothing new was 
ever evolved except a few gadgets or practices re- 
sulting from the natural instinct to better conditions. 
Nearly everything incorporating substantial modern 
advances, came into the country from the outside, 
and, to be sure, they were readily adopted by those 
who were progressive or who had the money to buy 
them. 

We have come far in the few years which sepa 
rate us from those about which I have written. Con- 
ditions have very materially changed even with farm- 
ers, the most disorganized major group of citizens 
we have in this country. They have made great ad- 
vances in this mechanized era, but they failed to take 
full advantage of the one instrument available to 
every human being, which experience has proven to 
be the most effectual medium for progress and pro- 
tection—organization. 

Few are the activities today which are not organ- 
ized. Associations upon associations have been es- 
tablished. They are national, regional, state-wide, 
and local in scope; they are logical; and they are 
necessary. All of which brings me to the subject of 
hospital associations—what they mean to our insti- 
tutions. 

The American Hospital Association, at first an 
“asociation of hospital superintendents,” was organ- 
ized at the close of the nineteenth century. Within 
a decade it had become a great and permanent Asso- 
ciation, growing in membership and national impor- 
tance year after year. 

Simultaneously with the growth and progress of 
the Association we saw the number of American hos- 
pitals increase by the thousands; we saw great im- 
provement in plant design and equipment useful- 
ness ; we watched special service after special service 
develop and mature; we witnessed treatment stand- 











ards improve; we saw more and more study being 
given to more thorough personnel training; we 
watched research projects develop to the point where 
practical application was made of them; and we wit- 
nessed an evolution in the profession of hospital 
administration. Probably even more important than 
any of these achievements was the growing interest 
manifested in our institutions by the public, which is 
gradually becoming hospital conscious. 


All this is no mere coincidence. It did not just 
happen. The American Hospital Association and 
the many regional, state, provincial and local asso- 
ciations and councils are largely responsible for this 
great growth; for the present degree of perfection 
of hospitals; and for the friendliness of the public 
to whom we look for financial and moral support. 


This is particularly the case in our state, Penn- 
sylvania. It is quite marked and we are trying des- 
perately to capitalize on it but like other associations 
we too are feeling the drag of those who will not go 
along. For the want of a few more dollars in mem- 
bership dues we are forced to curtail a work that 
could be made one of the most effective programs 
of public education so far devised in this field. 


What could we accomplish without organization ? 
What if we should draw ourselves within the hospital 
shell, complacently fold our arms and turn a deaf ear 
to our nearly eight thousand hospital brethren. Some 
of us do just that. We are fortunate enough to be 
pulled along in the air stream created by the insti- 
tutions who are rapidly moving forward, sharing 
their momentum with other progressive hospitals 
that every phase of hospital operation and activity 
may be improved. 


We are unfair when we adopt such an attitude. 
We are unfair to our own hospitals, to our communi- 
ties, and to ourselves. It is like using a “pony” 
when translating Latin—inevitably those who prac- 
tice the deception, regret it for they deceive only 
themselves. 


Some of us are so shortsighted we fail to see the 
value of group effort and mass participation. With- 
out our associations to represent us in legislative 
halls, who would look out for our interests? No 
one. And you may be sure that politicians and poli- 
tics have no regard whatsoever for any individual or 
anything unless there are votes and plenty of them 
represented by you personally, or the association that 
you delegate to act for you. Much could be written 
at this point to show you how many millions of dol- 
lars our associations have saved us by interceding in 
our behalf when legislatures and congress have writ- 
ten new laws. If for no other reason than to pro- 
tect our hospitals from unjust legislation, you and 
I and every hospital administrator in America should 
not only hold a personal membership in the American 


Hospital Association and our state group, but we 
should see to it that our hospitals hold institutional 
memberships. 


There is no better insurance; no stocks or bonds 
or investments of any kind can pay your hospital 
anywhere near the dividends it will receive by join- 
ing these associations. You may argue that you are 
now receiving benefits from the fact that the many 
associations are actively engaged in protecting all 
hospitals’ interests, and, therefore, there is no need 
for your institution to join. There are over five 
thousand non-governmental hospitals in America, 
and less than eighteen hundred of them are institu- 
tional members of the American Hospital Associa- 
tion, and only twenty-seven hundred are represented 
by personal memberships. Think for a minute of 
the potential power of the association with full rep- 
resentation. I dare say, every state and provincial 
association has about the same ratio of hospitals rep- 
resented. What a strength each would command if 
they could have proper support! 


Our associations have been active in other direc- 
tions than that of legislation. They are the means 
which keep us informed of newer trends in hospital- 
ization by stimulating friendly, competitive interest ; 
by arranging conferences for the exchange of ideas; 
by issuing bulletins containing information of gen- 
eral interest ; by speeding to us special dispatches of 
timely warning. They collect hospital data and sta- 
tistics for assimilation. They publish and distribute 
reports on almost every phase of hospital operation 
which have been thoroughly studied by special com- 
mittees. And their delegates represent us in coun- 
cils whose objectives are akin to ours. These are but 
a few of the several perfectly valid reasons for our 
active participation in the affairs of the associations 
which obviously are so necessary to our institu- 
tions’ development. 


Some of us will not join the Associations; we 
won’t recommend to our boards that our hospital 
join; we won't lift a hand to co-operate with the 
associations ; we won't participate in their delibera- 
tions; we won’t even answer questionnaires. We 
merely adopt an air of indifference and disinterest. 
We spend a great deal of our time criticizing those 
who are public spirited enough to take an active in- 
terest in those associations. We accuse those who 
work day and night in our interests of self-aggran- 
dizement. It is only natural that the workers become 
leaders. 


Somehow, when I think of those silent, lethargic 
and skeptical hospital administrators, my mind’s eye 
turns to that backdrop on the stage of yesteryear— 
no telephones, no automobiles, no railroads—little 
red school houses—isolation—disorganization—re- 
tarded progress. 
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.... MemoriAL Hospitat in Chi- 
cago has a capacity of 267 beds and served 4,163 
patients the past year, over 97 per cent being charity 
patients. This number is exclusive of the out-patient 
department which has its own play conducted by 
students from the Sociology Department of North- 
western University, in cooperation with the hospital 
director of children’s play. 

The usual picture that comes to mind with the 
mention of play in a hospital is that of the volunteer 
seated at the bedside of a child reading a story, 
handing out toys and gifts to the sick, or perhaps 
more often, of a small group of entertainers putting 
on a musical or dramatic performance for the chil- 
dren. In short, the idea seems to be that play is 
something tacked on after the physical care has been 
attended to and is merely something to keep the 
child quiet and amused. 


Play with Children as Part of Nursing Process 


Play in the Children’s Memorial Hospital is an 
integral and important part of the whole nursing 
process, and is the center of interest for the children 
throughout the day. It constitutes a fundamental 
approach in dealing with all children from infants 
to the oldest, who are twelve years of age. Unique 
features of this hospital are: (1) hearty cooperation 
of all departments in the carrying out of the play 
program; (2) the emphasis upon the group method 
as compared with the mass or the individual ap- 
proach in play; (3) the responsibility for carrying 
on play by the whole nursing staff as a part of their 
daily care of children; (4) the practical training 
given the nurses as a vital part of their nursing 
education, and to the volunteer play leaders. 


It is the consensus of opinion throughout the hos- 
pital staff, after a period of four years of experi- 
mentation with play, that it has been a potent aid 
in creating greater understanding and better co- 
operation. It has proved to be a normalizing influ- 
ence in the hospital experience for the staff as well 
as for the children, an effective aid in hastening the 
recovery of the sick, and one of the best methods 
in preventing the beginnings of neurotic tendencies 
so apt to start in prolonged illnesses of children. 
It is also both a prevention and a cure of undesir- 
able habits. Furthermore it is evident that play can 


and does lessen the child’s fears and homesickness 
and that it creates a sense of security and a confi- 
dence in the hospital staff. The child absorbed in 
play has less time to feel sorry for himself, less 
reason to build up grudges against people and con- 
ditions, and is !ess likely to become habituated to 
invalidism. 
Play Program 

The director of play in the hospital begins her 
work at eight o’clock six days of the week. She de- 
votes herself to play before operations for from one 
to two hours. She then goes on the general wards 
until luncheon hour, fitting play around the work 
of the doctors and the three public school teachers. 
During the children’s rest period she conducts the 
classes for training the nurses and volunteers. At 
half past two she goes on the wards and works until 
about half past four, playing with the children and 
supervising the volunteers and nurses in play. As 
many as thirty-seven volunteers have assisted this 
department in a year. They come in varying num- 
bers throughout the day and work under close 
supervision of the director of play. 

A set program is never followed nor is the variety 
of activities so limited as to become monotonous, 
rather the children are encouraged in making their 
own choices and the leaders in exercising initiative. 
Because of the inevitable isolation due to the long 
period of hospital care which great numbers of our 
children must have, as well as because of the joy 
of playing with others, group activities are empha- 
sized, such as group singing, folk games and other 
group games, story telling, story-acting, rhythm 
band, construction and crafts in which numbers of 
children cooperate. The story-acting is particularly 
interesting since the children must carry on the play 
while confined to their beds. 


Group Play as a Means of Orientation 

We consider actual situations and study conditions 
to see how they may be bettered by the use of play. 
To give one illustration: good results of group play 
are most apparent with the children about to have 
operations on tonsils and adenoids. For most of 
them it is their first night away from home and 
their first experience with hospitals. Many come 
with strange fears of doctors, of nurses, and of 
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Orthopedic Children Clean and Decorate Their Playhouse 


hospitals which are magnified by the odor of ether, 
the sight of the nurses from the operating room who 
look like ghosts in their all-white garb and masks, 
and of doctors wearing strange instruments around 
their necks and foreheads. The cries of other chil- 
dren heard above the strange tense quiet add to 
these fears. Children are calmed somewhat by 
knowing the steps in their treatment, that they will 
have baths, be put to bed, wake early, etc. But the 
very expressions doctors and nurses use in trying to 
explain away fears conjure up strange, frightening 
pictures in the children’s minds. For instance, the 
nurse says, “The doctor will give you a ‘stick’ in 
the arm.” One boy was found tightly clutching 
a tongue depressor of wood about five and a half 
inches long. Asked what that was for he said, “It’s 
the stick for the doctor to use in my arm.” Some- 
times the expression used is a “shot” in the arm, 
and nurses have observed a look of fear sweep from 
face to face; a shot, in Chicago, being associated 
with quite other matters than the prick of a needle. 
So many children regard any illness as a punish- 
ment for some wrong they have done, and doctors 
and nurses the agents for punishing them. Just 
the expression on the face of an over-imaginative 
child is sufficient to infect the whole group with 
fear. 

At eight o’clock in the morning these children 
awaiting tonsil and adenoid operations are assembled 
for group games on a sun-porch as far from the 
operating unit as possible. Nurses come at inter- 
vals of from five to twenty minutes taking the 
younger children first. The oldest may have to wait 
two hours or longer for their turn, a longer period 
of time than children would be expected to play 
under ordinary conditions. Therefore the games 
must appeal to a wide range of ages and be so ab- 
sorbing as to hold the child’s interest over a long 





period of waiting and in spite of constant interrup- 
tions. The child must not, however, be over-stimu- 
later nor unduly fatigued. The doctors and nurses 
say that it is a demonstrated fact that children who 
go under the anesthetic quietly come out of it quietly 
and experience less after-effects psychologically. 
We have found group play the most effective instru- 
ment for creating this condition. The mere fact that 
someone has time to play with them is reassuring. 
Like a stranger in a foreign land who suddenly 
hears his own language, the child reaches out to 
play as an assurance of friendliness in a bewilder- 
ing situation. “I’d like to stay here like anything. 
I didn’t know you had games here,” said a six year 
old boy. One little girl of about four years had 
scarcely been admitted to the hospital when she be- 
gan to cry. When questioned as to the cause of 
her tears, she sobbed, “I w-want to play games.’’ 
Children have spread the word among their friends 
that “They play with you at the hospital.” “It was 
really astounding to me,” said one of the nurses, “to 
see how many children could have their tonsils re- 
moved peacefully and even happily because of this 
preliminary play experience. They were content 
and calm to the last minute.” During the past year 
1,182 children have been given play, while waiting 
for major as well as for minor operations. 
Responsibility for carrying on play rests upon the 
whole nursing staff as a part of their daily care of 
children. No morning or afternoon care is consid- 
ered complete that does not provide for play in one of 
its many forms. Nurses are encouraged to play with 
children while giving routine physical care, to sing 
with them, give them riddles or finger plays, guess- 
ing or sense games, and to provide toys, books, card, 
and board games or construction materials, before 
leaving the room. In the earlier evening hours the 
quieter types of play without equipment are given. 








Boys of the Orthopedic Ward 
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Student Nurses Receiving Instruction in Playing Children’s Games 


Training in Play 

Practical training is given the 200 nurses who 
come every year from all parts of the United States 
from hospita!s that affiliate with Children’s Memo- 
rial because they have no children’s departments in 
their own institutions. Our records show that most 
student nurses have had very little experience of 
any sort with children, or if they have had, it has 
been very limited. Their training in nursing has 
necessarily stressed physical care and in the serious- 
ness of their calling, many have almost forgotten 
how to play, yet in any children’s hospital they are 
expected to know how to deal understandingly with 
all ages from tiny babies to adolescents. 


At the beginning of her course at Children’s 
Memorial Hospital, each student nurse is given 
eight class periods in play using little or no equip- 
ment. Each post-graduate is given eight additional 
class periods and a week of intensive play experi- 
ence, under the supervision ot the director of play 
on the wards, where she devotes herself wholly to 
play. She tries to discover what types of play attracts 
the interest of newly admitted children most read- 
ily. She experiments with the types of play best 
suited to the pre-operative, convalescent, and ortho- 
pedic children, and to those suffering from various 
types of diseases. In group play she discovers per- 
sonality problems of the individual, and reports her 


findings to the director of play who does what she 
can to overcome them through the play program. 

Volunteers are required to attend four classes in 
play before going on the wards, unless they are al- 
ready play leaders, musicians, or artists. This re- 
quirement instead of discouraging volunteers, has 
given them confidence and ability to work with 
greater self-assurance. Moreover, by raising the 
standards of work, the hospital has attracted more 
efficient volunteers, some of whom not only take the 
four required lessons but attend as many as sixteen 
sessions. 

Nurses’ Reaction to Play 


One of the most encouraging aspects of our work 
is that even with the short period of eight weeks’ 
training, student nurses are able to make practical 
application of their newly acquired knowledge with 
satisfying results to the children, to themselves, and 
to the supervisors. Because of this knowledge of 
how and what to play, nurses are able to get almost 
instant cooperation with their patients even when 
giving them painful treatments. The nurses them- 
selves experience in the fun of playing, a release 
from tensions, and have better spirits and greater 
harmony in their social relations. This is revealed 
by excerpts from their reports: one writes, “Play is 
the best way to obtain a better understanding of the 
real child with whom you are working. One Sat- 
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Group Play before Minor Operations 


urday night at ten thirty o'clock, we were rushed 
and very tired when little Orville N. was admitted 
to the ward. He was screaming rebelliously, and 
calling out for his mother. The doctor came imme- 
diately and dressed the child’s eye which had been 
seriously lacerated with a can opener. It was nec- 
essary to cover the uninjured eye too, so when the 
doctor left the room, I was alone with a terrified lit- 
tle boy who would have to be bathed somehow. For 
a few seconds I was almost afraid of the situation 
and thought to cover my fear with impatience. But 
as I proceeded quietly with the bath, the story of 
Little Black Sambo came to my rescue and together 
we got through and put Orville to bed, not as an 
unmanageable, dirty little boy, but as a little lad who 
would soon show his better self to everyone. Inci- 
dentally too, through this bit of play as I bathed the 
child, I discovered that his mother had acquainted 
him with an endless number of fine stories; that he 
had many books and that ‘mother loved books too, 
but she could not afford to buy many’; that ‘daddy 
was out of work so they couldn’t have pancakes like 
Little Black Sambo, but daddy knew how to cook 
beans which were very good for little boys.’ So I’m 
sure that without this little period of play, I would 
have fought my way through the bath and put Or- 
ville to bed as just another bad little boy.” 

To quote from the report of another nurse: “Dur- 
ing my two months’ work here I have found play to 
be of great value. My wards have been easier to 
handle, happier, and the children are really content- 
ed. Not only have I found it of value in my work 
here, but also with my friends and my two little 
cousins. Every week they wait for me to come 
down and play some new games with them and their 
school friends.”’ 

From another: “Play is the most serious thing in 
the world to a child. To him it is the one under- 
standable thing in a confused, ever changing world. 
The true way to a child’s heart is through play. All! 


their secret fears come tumbling out-and many of 
them can be banished.” 


Again: “One learns a great deal about children 
by playing with them. They relax and are their 
natural selves during play more than at any other 
time. They seem to enjoy the group games more 
than the individual ones and it is interesting to watch 
their dispositions change, sometimes slowly and at 
other times immediately. To take an active part in 
children’s play gives one a challenging feeling to be 
more alert and helpful to a child’s mental growth as 
well as to his physical care and to keep him happy 
and content. A most striking instance is that of the 
homesick youngster. Although he is not actually. 
ill when admitted, by the time he has cried an hour 
or so for his mother his temperature has shot up 
and he is in a nervous panicky state. Not all the 
medical knowledge she may have at her command 
will aid the nurse here. But play, something to 
take the child’s mind off the distressing thing which 
harasses him, will do that very thing. I think the 
Recreational Therapy course is one of the most 
worth-while things offered us. It makes the nurse 
better equipped to care for sick individuals.” 


Children and nurses at Children’s Memorial Hos- 
pital learn through experience that a group may 
have fun with no equipment whatsoever, that com- 
mon, everyday things have fascinating uses in con- 
struction and crafts, that life is more harmonious 
and enjoyable when people play together. The 
whole atmosphere of a hospital is changed. One 
visiting doctor from the east, seeing all the alert, 
happy faces in our hospital, claimed we had no sick 
children. We know that a hospital full of wan- 
faced, irritable children is wholly unnecessary and 
should cease to exist. 


The astonishing thing about play in a hospital is 
its endless adaptability. No sooner is it used with 
success to meet one situation than something new 
develops for testing its possibilities. Every new 
experiment has become an established procedure, 
welcomed by the children, the nurses, and the doc- 
tors. To those who have seen its values it seems im- 
possible that any modern hospital could consider 
itself well managed that did not include a full play 
program as a vital part of child care. 

RAPER YES te 


The Agnes Tammen Wing and the Hydrotherapy 
Department of the Children’s Hospital, Denver, 
Colorado, were dedicated on February 24. 
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If there be one thing that mankind love and ad- 
mire better than another, it is a brave man—the man 
who dares look the devil in the face and tell him he 
is a devil. —JameEs A. GARFIELD. 
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Retrospection 


ASA S. BACON 


Superintendent, Presbyterian Hospital, Chicago, Illinois 


Or September 12, 1899, in the Colonial 
Hotel, Cleveland, Ohio, eight hospital superintend- 
ents gathered at the request of James S. Knowles, 
superintendent, Lakeside Hospital, Cleveland, to 
form an association. This meeting was the birth of 
the American Hospital Association. On September 
28, of this year, the American Hospital Association 
returns to the place of its birth, but instead of eight 
there will be at least three thousand who will assem- 
ble to discuss hospital problems. Surely the expec- 
tations of Mr. Knowles, who, according to the min- 
utes of the first meeting, said he “hoped to see a 
permanent organization, one that would meet in the 
various cities to inspect hospitals, to make inquiries, 
and to look into and discuss problems of manage- 
ment and operation” were magnificently fulfilled. 

When the American Hospital Association was 


born, there were about two thousand hospitals in 
the United States, and compared with those of today 
they were mostly very crude in construction and 
equipment. In fact, hospitals were not keeping up 
with the development and growth of other business. 
There were no architects specializing in hospital 
architecture, nor were there any hospital consultants. 
Fireproof buildings were few in number and the 
segregate plan was quite generally used. There were 
no state or geographical associations. Hospital lit- 
erature consisted of one small magazine printed in 
Detroit by Del. T. Sutton. Hospital executives were 
more or less isolated. One can readily see how wel- 
come the American Hospital Association was to the 
ambitious executive who realized how imperfect the 
hospitals were, but he could do little about it. 


It is interesting to note some of the peculiarities 
of that day as compared with the present. Tele- 
phones were a luxury. One hospital of 150 beds had 
only one telephone. The nurses on the floors were 
contacted by speaking tubes. There were no signal 
systems, the patients used small hand bells to call the 
nurses. An ordinary school bell was rung through 
the corridors to notify visitors that the visiting hour 
was over. One hospital in an eastern city used the 
whistle on the power plant to call its people. One 
toot for the superintendent, two toots for the am- 
bulance driver, and so on. There were no automo- 
biles, so all ambulances were horse-drawn. There 
were no dietitians. The food was of the boarding 
house type and most hospitals hired cooks because 





competent chefs were not easy to get. It was not 
unusual to serve patients with pork and beans. Most 
dumb waiters were operated by hand, so getting food 
to floors was a slow process. 

The merchandising of goods was not of the high 
standard of efficiency that it is today. Nearly all the 
goods had to be ordered by mail. As there were no 
hospital magazines carrying advertising, buying prop- 
erly was greatly handicapped. Our exhibitors’ asso- 
ciation has been a great factor in developing an effi- 
cient method of purchasing which practically relieves 
the administrator of the handicaps of the earlier days. 


The x-ray was just being established in this coun- 
try in 1899, when the Association started, and only 
crude machines for taking pictures had been devel- 
oped. There was no radium, no electrocardiograph, 
no metabolism, no insulin, no occupational therapy, 
no social service. The anesthesia was principally 
chloroform and would make a very mild person 
swear like a trooper. 

There were no crank beds and no sterilizers, such 
as we have today. 

The nurses worked from ten to twelve hours a 
day. Their training was more practical than theo- 
retical. Asa rule, nurses were taught to work prac- 
tically without knowing the reason why. Much of 
the housework was done by them. 

There were typhoid epidemics and the principal 
treatment was tubbing, which was a back-breaking 
job for the nurse. As there were no rooms with 
baths, a portable tub was usually used. There were 
also diphtheria and small-pox epidemics and every 
city of any size had its pesthouse. 

Hospital accounting was very crude, the single 
entry bookkeeping system being quite generally used. 
Patients’ records were very poorly kept and many 
hospitals kept none at all. There was careless han- 
dling of drugs and many mistakes were made. 


In the teaching hospitals, medical students were 
not allowed to do work in the wards and many at- 
tending men did not even allow their interns to work 
with them on their private patients. 

No attention had been given to ventilation until 
1902, when there was a great deal of discussion about 
fresh air. Some hospitals carried the fresh air 
craze so far as to practically freeze out their people. 
Sixty degrees was considered the proper temperature 
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for hospitals instead of seventy or even, eighty. 
Needless to say, however, this did not last long. — 


A cross section of the salaries paid per month, in- 
cluding room and board, was as follows: 


Night watchman . 29.00 
Storekeeper 37.00 
Room clerk Op. room maids . 17.00 
Cashier and book- Scrub girls 17.00 
keeper ....... 59.00 Head laundryman 44.00 
Stenographer .... 43.00 Asst. laundryman. 24.00 
Pharmacist 57.00 Mangle girls .... 17.00 
Telephone op. ... 26.00 Ironing girls .... 18.00 
Doorkeeper Washerman : 
Bellboys 
Orderlies 
Chef or cook .... 
Asst. chef or cook 
Maids 
Kitchen men .... 
Kitchen maids ... 


Asst. matron .... 


Clean linen sorter 20.00 
Sewing girls .... 19.00 
Elevator men .... 20.00 
Yardmen 25.00 
Ambulance men.. 20.00 
Chief engineer ... 88.00 


Window washer . 23.00 Firemen 
Painters 51.00 Carpenter 

It took about half the number of people per patient 
in those days that it does now, which shows that the 
hospital is one place where its employees cannot be re- 
placed with the machine. 


The average stay of the patient was 31.6 days, as 
against the 11 days in 1935. The death rate was 5.9 
per cent, as against 2.76 per cent in 1935. 


Space will not permit of further comments, but 
certainly the accomplishments of our Association 
in helping to bring about such great achievements 
in hospital administration ; the fine men and women 
that it has developed into leaders in the hospital field 
today, marks a progress in organization that has been 
a great factor in our Public Welfare program for the 
health and happiness of the nation. 


How One Racket Is Being Eradicated 


The partial eradication of a million-dollar-a-year 
racket, formerly practiced in public hospitals, estab- 
lished by the city for the benefit of the poor and 
paid for by the taxpayers, was revealed by Com- 
missioner S. S. Goldwater of the New York City 
Department of Hospitals. 


“The proverbial woman in mink who leaves her 
limousine out of sight around the corner while she 
makes a surreptitious visit to a city clinic seeking 
first class medical attention for nothing, may now 
find herself in an embarrassing predicament,” Dr. 
Goldwater stated; “there are constantly on the job 
85 Department of Hospitals employes, whose work 
for the time being is supplemented by 156 WPA 
field investigators, checking the financial! back- 
grounds of persons who apply for free hospital and 
clinic service. 


“This is a racket in which, curiously, the well-to- 
do, apparently with untroubled consciences, preyed 
upon facilities established by the city for the poor,” 
Dr. Goldwater pointed out. “Every now and then a 
well-to-do taxpayer writes complaining that treat- 
ment has been denied him, in spite of his civic 
standing. The social and legal limits of medical 
service for the indigent sick are either not under- 
stood or are deliberately ignored. 


“In the twelve months of 1935, nearly 9 per cent 
of the applicants for free hospitalization in the city’s 
own institutions, and nearly 12 per cent of applica- 
tions for hospitalization in private general hospitals 
and an average of 5 per cent in private special 
hospitals (for tuberculosis, cancer, etc.), were de- 
nied free service on their merits. The Division of 
Investigation found that they could pay for their 
hospitalization, and were not properly eligible to 


use the facilities established for the poor at the 
expense of the taxpayers. 

“This denial of free service to patients who can 
just as well pay has brought about an enormous 
saving to the city,’ Dr. Goldwater stated. “In one 
year, by the rejection of such ineligibles to the city’s 
own public institutions, $229,000 was saved, and by 
a similar process of eliminating in private hospitals 
patients whose care by the city was asked for, 
$395,000 was saved. In addition, from emergency 
patients who were received into the city’s hospitals 
and later found able to pay, $376,000 was collected, 
so that the total savings and income from the activi- 
ties of the Division of Investigations amounted in 
1935 to over $1,000,000. This represents only part, 
however, of the sum of which the city would have 
been mulcted had there been no check on persons 
applying for free service. 

“A large part of the saving was achieved by the 
inauguration last year of a new departure in investi- 
gation,” Dr. Goldwater explained. “Previously only 
persons actually occupying hospita! beds were in- 
vestigated as to their financial status. Now clinic 
applicants are also investigated, with the result that 
in 1935, of 327,566 investigated applicants for free 
service at clinics, over 7 per cent were rejected as 
able to pay for their care and therefore as not eligi- 
ble for medical service at taxpayers’ expense. 

“The total number of applicants for free city 
hospital service on which decisions were rendered 
by the Division of Investigations during this last 
year was 622,299. Of these, 519,136 were in the 
city’s own institutions and 101,693 in private hos- 
pitals. An additional 1,470 special investigations, 
of verification of residence and of death transcripts, 
made up the total.” 
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Minutes of the Meeting 
of the 
Board of Trustees 


AMERICAN HOSPITAL ASSOCIATION 
Chicago, Illinois 


February 17, 1936 


Present : 
R. C. Buerki, M.D., President 
Asa S. Bacon, Treasurer 
E. Muriel Anscombe 
C. W. Munger, M.D., President-Elect 
G. Harvey Agnew, M.D. 


Doctors N. W. Faxon and B. W. Black were un- 
avoidably detained because of important business; 
Dr. Walter E. List, because of death in the family. 
Monsignor M. F. Griffin is abroad. 

The Minutes of the meeting of December 7, were 
approved as read. 

The Executive Secretary brought to the attention 
of the Board the financing of the activities of the 
Joint Advisory Committee and of the legislative re- 
porting service. The legislative reporting service 
was approved by the Board at its previous meeting 
on December 7, 1935, but the cost of this service 
was not included in the budget of the Association 
for 1936. The reason for its not being included in 
the budget was that it was thought at the time that 
funds would be available from other sources. 

The appropriation of $1,000 which the Board of 
Trustees had made for the work of the Joint Advis- 
ory Committee was found to be insufficient to carry 
on the work as contemplated without additional 
financial support, and the importance of the work 
of the Committee in Washington made the necessity 
of providing of additional funds an immediate one. 
After discussion on the part of all the members of 
the Board present, it was 

MOVED AND CARRIED, That the Executive 
Secretary prepare and send out a letter of solicita- 
tion for funds to the hospitals in the United States, 
the contribution to be asked from each hospital to 
be not less than $5 or not more than $10. 

The draft of the letter to be released by the Ameri- 
can Hospital Association to the hospitals of the coun- 
try, calling their attention to the use of the Standard 
Nomenclature of Disease, which the Board of Trus- 
tees at its last meeting on December 7, had asked the 
Executive Secretary to prepare, was submitted. 
(The draft submitted had been approved by Dr. 
Logie, the secretary of the National Conference on 
Nomenclature of Disease.) 


March, 1936 


After general discussion, the Board approved the 
letter with one correction. It was 

MOVED AND CARRIED, That the second para- 
graph of the letter be made to read as follows: “The 
1935 edition of the Standard Nomenclature has been 
adopted and introduced into many hospitals. These 
hospitals report that the introduction and use of the 
Standard Nomenclature has resulted in increased 
efficiency in the classification of diagnoses. . . .” 

IT WAS MOVED AND CARRIED, That the 
letter in this form be mailed from the headquarters 
of the Association to the hospitals of the United 
States and Canada. 


The Executive Secretary reported that the Com- 
mittee had prepared tentative plans for holding the 
1936 Institute for Hospital Administrators. The 
Committee had selected the dates from September 9 
to 23, and has arranged with the University of Chi- 
cago to hold the Institute in Judson and Burton 
Courts on the University campus. The University 
of Chicago will offer the facilities of Judson and 
Burton Courts to those who register, as in previous 
years. 

The Committee has decided to select from among 
the administrators in Canada and the United States 
a number of lecturers on the various subjects of hos- 
pital interest. Arrangements have been made with 
the Committee by which those who register may se- 
lect certain advanced topics for study during the two 
weeks period. 

The Institute will be entertained on one day at the 
Evanston Hospital, through the courtesy of its Su- 
perintendent, Miss Ada Belle McCleery. The lec- 
tures and demonstrations for that day will be held 
at the Evanston Hospital. 

The Treasurer submitted the financial report of 
the Association for January and February of this 
year. All outstanding obligations of the Associa- 
tion have been taken care of, with the exception of 
the capital obligations. The amortization charge on 
the First Mortgage Bonds of the Association, in the 
amount of $2,166.67, has been deposited. The inter- 
est on both the General Mortgage and the First 
Mortgage Bonds, due July 1, 1936, has been depos- 
ited. The Treasurer reported that the income of 
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the Association for the two months of the present 
year has been sufficient to take care of all outstand- 
ing obligations and leave a comfortable balance. 

The Editor of Hospirats reported upon the per- 
formance of the magazine for January and February. 
Hospitats has been well received by the hospital 
field and by the advertisers. The income from Hos- 
PITALS has been sufficient to meet the cost of pro- 
duction, and the prospects for increased income are 
very satisfactory. 

The Executive Secretary next presented for the 
consideration of the Board the ten-point program of 
the League of Socialized Medicine, with special ref- 
erence to Point Three of the program, which is as 
follows: 


“3. All hospitals, clinics, laboratories, phar- 
macies, etc., to be publicly owned and operated 
institutions, accessible to the sick free of charge. 
The hospitals and clinics to be the medical cen- 
ters for ward and ambulatory cases, and to be 
properly organized, coordinated, and geographi- 
cally distributed. House sick calls to be re- 
ceived at these centers and to be assigned to 
local or neighborhood physicians designated to 
cover specific local territories.” 

The Board of Trustees discussed the program of 
the League in detail and instructed the Editor of 
HosPITALs to give editorial attention to Point Three 
as quoted above and to state the position of the 
Association as to that point of the program. 

The subject of creating within the membership of 
the Association a mutual fund for death benefits of 
its members was discussed, and the Board agreed 
that between now and its next meeting each member 
would give thought to a practical plan for establish- 
ing such a fund in the event that a majority of the 


membership of the Association would be favorably 
interested. 

Arden E. Hardgrove, Assistant Secretary, and a 
member of the Joint Advisory Committee, reviewed 
for the Board the work of the Committee in Wash- 
ington and the status of present governmental legis- 
lation and governmental regulations, with special ref- 
erence to the Processing Taxes, the Social Security 
legislation, the proposed exemption of clinics from 
the tax on alcohol, and proposed legislation to admit 
vegetable oils and fats imported from the Philippine 
Islands, free of duty. 

The Executive Secretary reported upon the tenta- 
tive plans for the Cleveland Convention, and on the 
arrangements for the technical and educational ex- 
hibits, meeting halls, and other facilities. The Stat- 
ler Hotel has been selected as Association headquar- 
ters during Convention week. The Committee on 
Arrangements, composed of Cleveland hospital peo- 
ple, has progressed with its plans and with the pro- 
gram for the Convention, which is now in the course 
of construction. 

Dr. Munger brought up for the consideration of 
the Board of Trustees the participation of the Asso- 
ciation in the educational exhibit at the New York 
World’s Fair, to be held in 1937. The Board de- 
cided that further consideration would be given to 
plans for participation, but no definite action would 
be taken at this time. 

President Buerki announced the Trustees’ dinner 
to the presidents, secretaries and chairmen of the 
legislative commaittees of the Provincial, State, and 
Regional Associations, to be held at the Palmer 
House, Monday evening, 7 :30. 

There being no further business to come before 
the Board, it was moved and carried that the Board 
adjourn to await the future call of the President. 








LACE the Cleveland Con- 

vention dates, September 
28 to October 2 on your calen- 
dar and make your hotel reser- 
vations early. 








CLEVELAND CONVENTION 


The Cleveland Convention will 
be one of the best attended in 
the history of the Association. 
Every hospital should be well 
represented. 
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Purchasing Standards and Control 
WORTH L. HOWARD 


Administrator, Akron City Hospital, Akron, Ohio 


@ IS BELIEVED DESIRABLE to centralize under 
one responsibility the purchasing of all commodities 
used in the institution. In large institutions where so 
many demands are made upon the time of the super- 
intendent this responsibility should be placed in the 
hands of a purchasing agent. The superintendent 


can and should control this activity by the reviewing - 


and signing of all purchasing orders. 

Whether the purchasing is done by the super- 
intendent or some one assigned to do purchasing, the 
first thing that should be established is a standard 
of quality of merchandise that the institution chooses 
to use. 

To assist you in establishing this standard, you are 
referred to the U. S. Bureau of Agriculture, The 
Federal Specification Board and the U. S. Bureau of 
Standards. Copies of these standards may be se- 
cured from the Superintendent of Public Documents, 
Washington, D. C., at a nominal cost. 

In addition to the establishment of a standard of 
quality, a standard on the number of items should 
also be set. To illustrate, do not purchase ten brands 
or grades of soap when five brands may serve your 
need very satisfactorily. 

On all purchases of any appreciable amount, a 
quotation should be requested from three or four 
vendors specifying exactly the kind and quality of 
merchandise that is to be purchased so that all bids 
received from these vendors will be on a comparable 
basis. 

One of the economies in purchasing is the wisdom 
used in spending the dollar and not in the amount of 
money that is spent. “Jt is most important and de- 
sirable that salesmen be given a very courteous inter- 
view. There is no medium of information that is 
as valuable to a purchasing agent as a proper rela- 
tionship between the purchaser of a commodity and 
the vendor. Most salesmen are better informed on 
their particular commodities than we who use that 
commodity, and that in giving a salesman a courteous 
interview it establishes a relationship that will be 
productive of goodwill over a period of time.” 
Certain assignments of time should be given for the 
interviewing of local salesmen so that the super- 
intendent or purchasing agent will have time to do 
other things than to constantly interview salesmen ; 
all out-of-town salesmen who can not call upon 
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regular stated times should be seen whenever they 
call. To simplify the purchasing procedure and also 
balance the work throughout the month, it is sug- 
gested that certain dates and quantities of purchase 
be established in your purchasing policy. There 
follows a schedule to illustrate: 
Date of 
Purchase Item Quantity 
Ist of month Anaesthesia Supplies 1 month 
5th of month Housekeeping Supplies 1 ” 
wear cath Sy Instruments 3 
Laundry Supplies 1 
Paper Products 4+ 
Sundries 3 
6th of month China 6 
rt eee Glassware 3 
Silverware 6 
RNS in Utensils 3 
10th of month Clothing and Bedding 6 
eiiah oe ae Cotton Goods 3 


” ” ” 


” ” ” 


Electric Lamps 
Stationery Supplies 
15th of month Chemicals 

Bel aiae teas Laboratory Supplies 
16th of month Enamelware 

hehe - Rubber Goods 
Ist&3rd Mon- Pharmaceuticals and 
day of month Drugs 
X-Ray Supplies 


” ” ” 


Monday of each week _—_ Groceries 


Three days each week ‘Fresh Fruits and 
Vegetables 

Meats Daily 

Printing 4 months 


To expedite the handling of storeroom requisitions 
and the issuance of request to purchase by the store- 
keeper, it is suggested that stocks be segregated in 
the following classification : 


Drug and drug supplies 
Stationery supplies 

Printed forms 

Housekeeping supplies 

Clothing and bedding 

Medical and Nursing supplies 
Dietary supplies 

Maintenance and repair supplies 
X-Ray supplies 
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10. Laundry supplies 
11. Laboratory supplies 
12. Food stuffs 

13. Paper products 


Catalogue File 
As an aid to purchase, it is. suggested that as de- 
tailed a file of vendors’ catalogues be maintained as 
is possible to secure. The catalogues should be in 
proper order and indexed so that they may be readily 
available for reference purposes. 
Lot Numbers 


In order to expedite the maintenance of inventory 


and as a double check on request to purchase, all 
commodities placed in the storeroom should be on 
lot numbers. 

Purchase of Printing 


Each printer given an order should quote with the 
understanding that on those forms on which a plate 
is made, the plate shall be delivered to the hospital 
with the printed forms. These plates should be placed 
in a file maintained for that purpose. On re-orders, 
purchase order should show if plate is delivered to 
printer or if a new plate is purchased. The receipt 
of plate with printed material should be recorded 
as any other commodity. 


The Hospital Conferences at the Sectional 
Meetings of the A. C. S. 


Each year the American College of Surgeons holds 
sectional meetings throughout the United States and 
Canada. The hospital conferences, which are inte- 
gral parts of these sectional meetings, attract a large 
attendance of hospital people from within the respec- 
tive geographical areas covered. The programs at 
these conferences, under the direction of Dr. Mac- 
Eachern, invariably cover discussions, clinics, and 
round tables of the greatest practical value. 


The objective of the sectional meetings may be 


stated as follows: (1) Advancement of scientific 
knowledge through clinics, clinical demonstrations, 
scientific addresses, and medical motion pictures, 
(2) Improvement in hospital service through hos- 
pital conferences, comprising papers, round table 
discussions, demonstrations, and other features; (3) 
Education of the public as to scientific medicine, ap- 
proved hospitals, personal health, and the value of 
the family physician, through community health 
meetings, talks before clubs, schools, and various 
representative organizations, radio broadcasts, and 
press articles; (4) Dissemination of information re- 
garding activities of the College to its Fellows, the 
profession at large, the hospitals, and the lay public 
through the various programs which are presented 

The sectional meetings during the month of March 
are as follows: 

° March 4-5-6—Dallas 

Representing: Texas, Arizona, Arkansas, Louis- 
iana, New Mexico, Oklahoma, and Republic of Mex- 
ico. 

By invitation: Alabama, Cuba, Florida, Georgia, 
Mississippi, and Puerto Rico. 

March 11-12-13—Omaha 

Nebraska, Iowa, Wyoming, North Dakota, South 

Dakota, Minnesota, Kansas, and Colorado. 


March 19-20-21—Louisville 
Kentucky, Illinois, Indiana, Ohio, West Virginia, 
Virginia, Tennessee, and Missouri. 
March 26-27-28—Buffalo 
New York, Pennsylvania, and Ontario. 
The general outline of the program at each meet- 
ing will be as follows: 
First Day 
9:00 Clinics—Local Hospitals. 
9:30 Hospital Conference. 
12:30 Medical Motion Pictures. 
2:00 Hospital Conference. 
5:00 Meeting of Fellows. 
7:00 Medical Motion Pictures. 
8:00 Scientific Session, General Surgery. 
8:00 Scientific Session,. Eye, Ear, Nose and 
Throat Surgery. 
8:00 Hospital Round Table Conference—Local 
Hospital. 
Second Day 
9:00 Clinics—Local Hospitals. 
9:30 Hospital Conference. 
12:00 Medical Motion Pictures. 
2:00 Scientific Session, General Surgery. 
2:00 Scientific Session, Eye, Ear, Nose and 
Throat Surgery. 
2:00 Hospital Conference. 
8:00 Community Health Meeting.. 
9:00 Cancer Clinic—Local Hospital. 
9:00 Fracture Clinic—Local Hospital. 
9:00 Clinics, Eye, Ear, Nose and Throat—Local 
Hospitals. 
12:00 Medical Motion Pictures. 
2:00 Scientific Session, General Surgeon. 
2:00 Scientific Session, Eye, Ear, Nose and 
Throat Surgery. 
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The Hospital F inance 


(A Comparative Analysis) 


S. CHESTER FAZIO 
Superintendent, Rockaway Beach Hospital, Rockaway Beach, N. Y. 


Sou: YEARS AGO, educational campaigns 
were instituted to create in the public mind a 
“hospital conscious” attitude. These efforts were 
started in the best interests of the people and are so 
continued. The results have been gratifying. Vastly 
greater numbers no longer fear the hospital but con- 
sider it the natural haven in time of illness. They 
turn to the hospital for care, but seem to do so 
blindly, without thought of the cost. Now, much is 
also being done to arouse them to the importance of 
being prepared to meet this expense. It is all too evi- 
dent, however, that much more remains to be ac- 
complished in this regard. 


Despite all previous efforts, the public does not 
really comprehend the expense incurred in provid- 
ing adequate care for a patient, nor their own respon- 
sibility to pay for it. In fact, many taxpayers, or 
just residents in a community, are convinced that, 
as such, they are entitled to hospitalization and that, 
“the City reimburses the hospital, anyway.’ Conse- 
quently, the deficit and the urgent need for contribu- 
tions is ever present. 


Many friends of the hospital respond graciously 
to each plea and contribute as generously as their 
means permit. Yet, how frequently they do so men- 
tally questioning—why must the hospital ask for 
contributions, why isn’t it self-supporting. Business 
men, particularly, are apt to contend illogically that 
the management of a hospital is analogous to that 
of a commercial or industrial enterprise. The latter, 
they claim, in normal times is not only self-support- 
ing but profit producing—and so ask—“Why is the 
hospital so often in the red?” 

Hospital administrators generally concede that 
from the point of view of the lay person the queries 
are justifiable, although quickly amending, “but they 
do not understand.” Just as our sincere aim has 
always been service to the patient, so our equally 
sincere defense in refutation of criticism of hospital 
deficits has been, “the hospital is different—we can- 
not refuse aid.” 

Seriously considering the foregoing at various 
times, the writer began to wonder, admitting the 
public does not prepare for hospitalization—are we, 
the administrators, unintentionally deluding our- 
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selves? Have we become fatalistic about the inevi- 
tability of a deficit? Have we, as a result, too cas- 
ually accepted this condition? Is the hospital deficit 
entirely due to inefficient management? 


For this reason, he decided for his own enlight- 
enment, to compare the administration of a volun- 
teer hospital with that of an industrial concern. The 
factory was selected as having the more nearly basic 
conditions for a fair comparison, as other types of 
commercial concerns might show an even greater 
disparity in outlay, favorable to the hospital. 


ANALOGY 
Purpose 

The factory converts raw material into market- 
able articles. The hospital restores human beings 
to health in so far as medical science is able. The 
former operates solely for profit ; the latter functions 
only to render service, with no thought of profit. 
Indeed, volunteer hospital would be gratified merely 
to “meet expenses.” Rightly, they cherish the un- 
selfish hope that for the benefit of their patients a 
sufficient surplus may be available to enable them to 
render more charity service, to provide additional 
conveniences, and to further research. 


Investment 


The amount of each initial investment was diffi- 
cult to estimate, and, as established concerns and in- 
stitutions were to be considered, would not materially 
affect the analysis. Therefore, arbitrarily assuming 
the original investments to be approximately the 
same, an average community hospital of 125 beds 
was compared with a factory of commensurate size 
in the same locality. 


Personnel 


CoMMUNITy HosPITAL FACTORY 
Board of Directors Board of Directors 
Medical Board 
Superintendent 
Department Heads 
Nurses } 
Interns \ Experts 
Technicians J 
Social Service Salesmen 
Employees Employees 


General Manager 
Department Heads 
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Operating Costs 

Local factors in regard to the following items vary 
in different towns; some have more, others fewer, 
favorable ones predominating. 

The hospital of which the writer is superintendent 
is situated in a suburb within the boundaries of 
Greater New York; these statements are based on 
the conditions there prevailing. 

1. Mortgage-Loans— 

Factory—Full rate of interest. 

Hospital—Full rate of interest. 

2. Assessments— 

Factory—Assessed for local improvements. 

Hospital—Not asesssed as a rule. 

3. Taxes— 

Factory—Usual property taxes. 

Hospital—Tax free as a rule. 

4. Insurance— 

Factory and Hospital—Standard rate: Fire, Theft, 
Compensation, Liability. 

Factories, where conditions are hazardous, pay a 
higher rate for compensation. 

Hospitals, due to rendering free medical service 
to employees, are sometimes allowed concessions in 
compensation rate. Theft insurance is usually very 
small, only for patients’ property. 

5. Building Maintenance— 

It seems practical to believe that ordinary upkeep 


would be about on a par. Inasmuch as the hospital 
has to redecorate more frequently, its expenditure 
for this item is probably greater. 


6. Equipment (large)— 

A factory may operate for years with practically 
the original installation with only the necessary, but 
often costly, repairs, and occasional replacements or 
additions. However, mechanical improvements or 
complete changes in design may necessitate extensive 
alterations, if not complete re-installations. Such 
modernization is imperative in order to survive the 
stress of competition. 

The hospital may also find it advisable in the 
course of years to install new x-ray machines, laun- 
dry units, or other equipment. Greater efficiency 
and economy of operation may indicate the desir- 
ability of immediate replacement. But if the equip- 
ment is functioning safely and with comparative effi- 
ciency, satisfactory service can be rendered, and if 
funds are not available, the purchases can usually 
be delayed. There are times when it is almost as 
imperative for the hospital as the factory to pur- 
chase new inventions (e.g. when fluoroscopy became 
an established service) in order to provide the facili- 
ties required by modern hospitalization. 


In this respect, the hospital has the advantage in 
that replacements can be deferred; rarely, if ever, 


need large equipment be purchased all at one time; 
and the separate pieces are not likely to cost as much 
as those for the factory. 

7. Equipment (small)— 

Small equipment totals an almost unbelievable ex: 
pense in proportion to the individual cost because of 
the amount required due to breakage, loss, theft, or 
articles discarded through normal wear and tear. 
This covers tools, etc., for the factory and utensils, 
linens, and similar supplies for the hospital. 

The hospital undoubtedly foots the larger bill as 
it is equipped with so many less durable or fragile 
articles, and has the greater number constantly in 
use. 

8. Fuei— 


Factory—Standard price. 

Hospital—Standard price. 

Both can take advantage of the seasonal lower 
rates. 

The factory, buying larger quantities, probably ob- 
tains a cheaper rate. 

9. Gas; Electricity— 

Factory—Full charge with commercial reductions 
as quantity consumed increases. The majority of 
factories now depend upon steam or electricity—gas 
consumption is small. 

Hospital—Full charge for gas but allowed a slight 
reduction in electric rates. Commercial reductions 
for gas. 

10. Delivery; Ambulance— 

The factory has another expensive item in deliv- 
ery, whether maintaining a fleet of trucks, renting 
trucking service, or shipping by express, rail, or boat. 

The average community hospital generally has but 
one or two ambulances, seldom more than three. 
The garage is usually on the hospital property. The 
drivers frequently perform other duties, arranged to 
leave them free for instantaneous response to call. 
This reduces the expense for employees that can 
actually be charged to this item. 

Ambulance service, so conducted, is a relatively 
small item of operating expense. 

11. Advertising; Publicity— 

Advertising is a variable item, depending upon 
whether the manufacturer is marketing the product 
or simply making it on contract for merchandising 
by another concern. Nevertheless, it is a large ex- 
penditure which might well be part of the annual 
budget of our factory of comparison. 

The hospital does not advertise. The small amount 
involved in its publicity campaigns, e.g. Hospital Day 
programs, etc., is negligible. 

The manufacturer must advertise—actual mone- 
tary outlay—and also cultivate the good-will of his 
customers, again often requiring expenditures. The 
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hospital makes no financial outlay but must concen- 
trate on expending every conceivable effort to retain 
the good-will of the community. This factor, there- 
fore, is really one of administration, i.e., maintain- 
ing the hospital standards, never failing courtesy, 
attention to every detail of service. 

The hospital can also benefit greatly by develop- 
ing cordial relations with the local press. This is 
seldom difficult to do and the returns are manifold, 
not only through the publicity of the many items 
gratuitously published but even in exceptional in- 
stances, if some untoward though unavoidable acci- 
dent occurs (detrimental to the hospital if reported 
with condemnation). If the hospital standards have 
been consistently high (hence, the good-will of the 
community established) and the good-will of the 
press carefully preserved, there is generally a mini- 
mum of publicity accorded the incident and all ex- 
tenuating circumstances emphasized with friendly 
comment, and the hospital suffers but little in the 
opinion of the community. 

12. Salaries— 

Factory—Board of Directors: Fee, salary or pro- 
portionate profits. 

Hospital—Board of Directors: No monetary com- 
pensation. 

Factory , 

Hospital—Medical Board: No monetary compen- 
sation. 

Factory—General Manager: Salary, usually much 
larger than that of hospital superintendent. 

Hospital—Superintendent: Salary, occasionally 
maintenance. 

Factory—Department Heads: Salary, usually 
larger than corresponding positions of responsibility 
in hospital. 

Hospital—Department Heads: Salary, mainte- 
nance. 

Factory—Experts: Usually larger fee, retainer or 
salary than for hospital staff. 

Hospital—Nurses, salary, maintenance. Interns, 
salary, if any, very small; maintenance. Technicians, 
salary, generally maintenance. 

Factory—Salesmen: Salary, and/or commission. 

Hospital—Social Service: Moderate salary. 

Factory—Employees: Salary, most cases greater 
than those of hospital employees. 

Hospital—Employees: Salary, maintenance for 
most of them. 

In view of the above it is apparent that the budget 
for salaries for the factory is undoubtedly the larger. 
However, the hospital maintains nurses’ homes, 
quarters for the help, and also provides board for 
many of its employees, thereby greatly increasing 
the amount of its expenditures that should be in- 
cluded as salaries. 
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Due to the great disparity in salaries, it seeems 
as though the hospital probably still has the advan- 
tage in this item. 

13. Special Operating Factors— 

a. Purchasing—Purchases for the factory may be 
made by a purchasing agent or by the general man- 
ager. In a community hospital the superintendent 
usually does all the purchasing. 

Large quantities of standardized articles, limited 
in variety, characterize the purchases of the factory. 
Those for the hospital are extraordinarily varied and 
often bought in small quantities. As economical pur- 
chasing is vital, it is essential that the superintendent 
have a comprehensive knowledge of all the articles 
needed, the standards of various firms, and changing 
market values. 

The factory has the advantage in quantity buying 
with the corresponding lower prices, discounts, etc. 
Nevertheless, the writer believes the hospital pur- 
chases may be so regulated that, for the quantity 
purchased, the commensurate outlay may be consid- 
ered equalized. 

b. Marketing—The factory, marketing its own 
products, must have salesmen to make contacts, get 
orders, and act as good-will emissaries to retain cus- 
tomers. Cooperation of the factory in maintaining 
quality, promptness of delivery, etc., is, of course, 
essential. 

The hospital too has salesmen—but unofficial ones 


—the doctors of the staff upon whose following the 
hospital mainly depends, and all others of the per- 
sonnel from the superintendent down, to act as good- 
will ambassadors. 


The factory may have a nation-wide market. The 
community hospital is obviously limited to its own 
definite locality. The good-will of that community 
is, therefore, of paramount importance, and “mar- 
keting” becomes a matter of administration. 

Some administrators have reported that someone 
has occasionally commented to the effect that—if the 
hospital doesn’t operate for profit and finds it so dif- 
ficult to maintain itself, then why persist in trying 
to continue. Such query seems ridiculous—it would 
seem that by now everyone would realize that the 
hospital is one of the vital institutions of the com- 
munity. But—its very absurdity proves that we also 
have a very definite “marketing” problem in con- 
tinued educational efforts. 

The factory has actual outlay in the salaries or 
commissions of its salesmen. The hospital does not 
have such expense. 

c. Seasonal Loads—The factory can prepare in 
advance to supply its product at the season most 
popular, but at times, due to unforeseen demands, 
may be confronted with rush jobs. This involves 
additional outlay in buying material on short order 
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and in over-time pay but it also means additional 
income. - 

The hospital too has its regular seasonal load for 
which it can be prepared. There is, however, the 
absolute necessity to at all times be prepared to ren- 
der prompt and complete service in case of unpre- 
dictable emergencies. The hospital not infrequently 
renders aid, in cases of catastrophes or epidemics, 
far beyond the radius of its usual scope of call. 

While the hospital should not be over-staffed, as 
extra nurses and help can be obtained, if required, 
it must constantly maintain a sufficient staff to en- 
able it to immediately meet such emergencies. 

Some hospitals receive compensation from munici- 
pality or state for ambulance service, etc., but it is 
apt to be a relatively small amount. Emergency 
service is rarely paid-for service. The hospital, 
therefore, has a regular “over-time” expense of ma- 
jor proportions. 

Income 

Its market once established, the factory can under 
normal conditions rather accurately predict the prob- 
able demand for its products. It can also, at least, 
approximate the income to be derived therefrom, not 
overlooking the possibility of rejections, defaults, 
etc: 

The hospital not only cannot place too much reli- 
ance upon past demands but neither can it have any 
assurance as to when it will receive payment for 
services rendered, or for what percentage of cases 
it will be paid. 

The income for the factory is, under normal con- 
ditions, if not definitely assured—at least, reason- 
ably so. 

The income for the hospital is, even under normal 
conditions, pretty generally uncertain. 

Recapitulation 

The factory shows an advantage in Nos. 5, 7, 8 
and 13c—namely, Building Maintenance, Equipment 
(small), Fuel, and Seasonal Loads. 


The hospital shows an advantage in Nos. 2, 3, 6, 
9, 10, 11, 12 and 13b—namely, Assessments, Taxes, 
Gas and Electricity, Delivery-Ambulance, Advertis- 
ing-Publicity, Salaries, and Marketing. 


In Nos. 1, 4 and 13a (Mortgage-Loans, Insurance, 

Purchasing) they are practically static. 
Conclusions 

Comparatively, the hospital, therefore, seems to 
spend far less than the factory. However, there are 
two factors of overwhelming importance which 
greatly offset the apparent advantage to the hospital. 
One is the fact of uncertain income, referred to 
previously. The other is the fact that the hospital 
renders charitable service—a tremendous expense for 
which there is no financial reimbursement. 


Fhe writer endeavored to consider the relative 
conditions without prejudice and impartially but 
came to the conclusion that, despite all the items 
favorable to the hospital, as detailed under Operating 
Costs, these two factors do justify our belief that 
“the hospital is different.” 

However, he as sincerely believes that there are 
certain phases of administration which have not been 
sufficiently considered, which would materially assist 
in greatly reducing the hospital deficit. 


An Unusual Fatal Accident 


The following report on a fatal accident to an 
employee at The Children’s Memorial Hospital, Chi- 
cago, should be called to the attention of other hos- 
pital executives. This is the first accident of any 
magnitude to personnel since the organization of the 
hospital fifty years ago: 

During the recent sub-zero weather there has been 
some difficulty in the power plant because of freez- 
ing of the top layer of coal in the overhead bunkers. 
On January 24, the fireman on the morning shift, 
probably noticing that coal was not feeding into the 
boiler, attempted to loosen the crusted coal at the 
top of the bunker with a long iron rod. One of the 
engineers on entering the plant noted that the fire- 
man was not at his post and that the steam pressure 
was down. Search for the fireman was directed to 
the bunker when the rod used for loosening coal 
came through the feed pipe or coal chute. The body 
of the fireman, covered with tons of coal, was located 
almost immediately after this at the bottom of the 
bunker, at the junction with the coal chute. The 
coroner’s jury pronounced death due to asphyxia- 
tion. 

The chief engineer reports that it is common prac- 
tice for men in boiler plants to get into the coal bunk- 
ers. Since this fatality we have heard of one similar 
case in this community. 

Steps were taken at once to prevent a similar acci- 


dent in the future. 
——_<g—__—_ 


West Suburban Welcomes 25,000th Baby 

On February 3 the West Suburban Hospital at 
Oak Park, Illinois, celebrated the birth of the 
25,000th baby in that institution. The superintend- 
ent, Mr. L. C. Vonder Heidt, arranged for the ob- 
servance of this blessed event in a fitting manner. 

The entire city and community of Oak Park took 
a personal interest in this occasion, and both the 
mother and baby were showered with gifts and re- 
membrances. It was made an occasion upon which 
the good-will of the community was centered in the 
institution which had rendered an invaluable service 
to its people for many years, and in which every one 
had a personal interest. 
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Thermo Therapeutic Apparatus 
in Hospitals 


4 ye INTENSIVE sTuby of high frequency 
currents in the development of radio has been closely 
followed by similar studies of their application to 
physical therapy. The enthusiasm of some of the 
exponents of this method of treatment has led many 
of them to coin new names for the particular type 
of current employed. Some manufacturers who are 
endowed with more high pressure salesmanship than 
scientific knowledge or technical ability have like- 
wise rushed into the field with new apparatus of 
which the outstanding virtue is an impressive name, 
or extravagant claims. Altogether the condition is 
rapidly becoming one of confusion worse confounded. 
Even the best authorities are not yet in agreement as 
to the exact method of action or the relative thera- 
peutic value of the various types of apparatus 
offered, and it is thus not possible to develop either 
a rule of thumb or a definite formula for evaluation 
of the different types of apparatus in use. 

This study has been made to bring to the hospital 
executive a fairly clear understanding of the basic 
types of machines and principles involved in order 
that he may judge between the merits of different 
types of apparatus offered and the conflicting and 
often extravagant claims made for machines, some 
of which have little or no merit. 


From a physiological standpoint there are two 
methods for the use of heat: 


1. To the entire body. 
2. To the local area in which the pathology is 
located. 

Technically there are likewise two methods of ap- 
plication of heat, one by the application to the skin 
of heat generated by an external source, and the 
other by the use of electricity to generate heat within 
the tissues themselves. 


Externally Generated Heat 


To the body as a whole. The application of heat 
to the body as a whole is partly based on the con- 
servation of the heat normally generated within the 
body which, by placing the body within a heat insu- 
lated bag, has been shown to be able to raise axillary 
and rectal temperatures to 102.2 F. The application 
of additional externally generated heat has shown it 
to be possible to raise the temperature throughout 
the body to 107.6 F. for a period of from two to 
four hours without injury to a robust patient. 













The application of externally generated heat to the 
body as a whole represents one of the oldest thera- 
peutic uses of heat and the means employed have va- 
ried from the hot pack, the continuous hot bath, the 
hot room of the turkish bath, and the electrically 
heated blanket to the use of the heated chamber. Of 
the methods of applying externally generated heat, 
the heated chamber is the latest development. It per- 
mits more accurate control of the environmental tem- 
perature than the other methods of external heating 
in use. The recent addition of air conditioning to 
such cabinets has added much to the efficacy of these 
treatments and made possible their wider use. 


Locally applied heat. Locally applied heat pre- 
sents two distinct types of physiological action. By 
prevention of local surface radiation and by a lim- 
ited penetrating action it raises the temperature of 
the affected area and produces a dilatation of the 
capillaries in the zone treated which increases the 
blood supply, thereby increasing the therapeutic ac- 
tion of the blood on the affected area. 


The old methods of applying local heat by the use 
of hot water bag, hot pad, etc., are still of limited 
value; where a more penetrating heat or action on 
a limited specific area is desired the short infra red 
rays from the sun, the carbon arc, or the incandescent 
bulb are more penetrating than the long infra red 
rays of the so-called infra red generators. 


Due to its convenience and susceptibility to con- 
trol, electric units are commonly used for the heat- 
ing of the cabinet type of apparatus, but this should 
not be confused with the use of electricity to gen- 
erate heat within the tissues themselves. The use of 
electricity as a heat source in this apparatus is sim- 
ply a convenience and has no therapeutic value aside 
from the heat it imparts to the air of the cabinet. 


Heat Generated Within the Tissues 


But it is with heat generated within the tissues 
themselves that the most rapid advances are being 
made. This mode of treatment was first popularized 
by reports on the treatment of certain types of men- 
tal disease by inoculation with malarial organisms. 
At first believed to have some specific action on the 
diseased tissue or on the organisms causing the dis- 
ease, it was soon realized that the therapeutic value 
was in the heat rather than in the specificity of the 
malarial organisms. This led to the adoption of the 
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Externally generated heat—air conditioned, electrically 
heated cabinet 


continuous hot bath for the same purpose but both 
have now been superseded by the more modern cabi- 
net or diathermic methods. For some time it was 
believed that there was some specific action by either 
the electrical current or by the heat it generated, 
directly on the diseased tissue itself. This theory 
has now quite generally given way to the belief that 
the action is simply one of a heat acceleration of the 
normal bio-chemical action of the defensive con- 
stituents of the blood. 

The accepted methods of generating heat within 
the tissues themselves, as contrasted to heat gen- 
erated and applied externally, depend upon the elec- 
trical characteristics of a high frequency current 
whose oscillations are so rapid that the muscle tissue 
does not respond to them by a contractile reaction. 
The energy of these currents is transformed into 
heat within the tissues themselves. 


Diathermy 


The characteristics of the action of high frequency 
currents on the tissues vary with the frequency rate 
and on this basis the accepted methods are classified 
as follows: 

Conventional Diathermy. This term is applied to 
currents have a frequency of from one million to 
ten million ocillations per second, giving a wave 
length of 30 meters or more. 

Short Wave Diathermy. There are two distinct 
types of short wave diathermy, the one characterized 
by the use of a current having a frequency of from 
ten million (30 meter wave length) to 100 million 


(3 meter wave length) and passing the current 
through the tissues under treatment between two 
padded and insulated electrodes ; and the other bring- 
ing the body into the electro-magnetic field of a cable 
or coil electrode. 

In the former type as in the conventional dia- 
thermy the current passes through the tissues be- 
tween the electrodes, while in the electro-magnetic 
type, the current in the coil (15 million frequency— 
20 meter wave length) does not pass through the 
tissues but generates a secondary induced current 
within the tissues themselves. 


Technique 

The methods of application to the patient vary 
with the classification of the types as given above. 

With the conventional diathermy the bare metal 
electrodes are formed to the contour of the part to 
which they are to be applied, moistened and strapped 
tightly in place to ensure intimate and uniform con- 
tact. A small electrode is placed over the part to be 
treated and a larger dispersive electrode at a point 
on the opposite side of the body; or two electrodes 
of equal size are applied in the same manner; or in 
the treatment of the extremities the double cuff 
method may be used. 

In the use of the short wave modification of the 
above, the electrodes are insulated and not applied 
directly to the skin, but at a distance of about one- 
half inch from it and an absorbent gauze or towel 
pad interposed between the insulated surface of the 
electrode and the skin. This pad absorbs any skin 
moisture that may develop and thus prevents any 
variation in conduction which would result in irregu- 
lar concentration of the current at any one point on 
the skin, with the resultant danger of burning. 

In the use of the electro magnetic induction type 
an insulated cable carrying the short wave current 











Internally generated heat—electro magnetic field method 
for treatment of body as a whole 
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Internally generated heat—electro magnetic method— 
electrode cable coiled about the area to be treated 


is simply coiled about the part to be treated or coiled 
into pancake form and applied over the area, but in 
either case padding must be interposed between the 
coil and the skin, as in the use of the short wave 
insulated electrode. 


Relative Efficiency 


The relative efficiencies of the various types of 
thermo therapy are still a matter of discussion. Each 
type of apparatus has its enthusiasts and undoubt- 
edly each type has its advantages in special cases. 
It is probable that the differences in efficiency which 
have been claimed are largely a matter of the tech- 
nique of the individual operator, of selection of cases, 
and of choice of the type of current used in the indi- 
vidual case. It has been definitely demonstrated that 
certain diseased tissues tend to improve after being 
subjected to a temperature above normal body level, 
but which conditions are most responsive to such 
treatment and which type of treatment is most effi- 
cient for each remains for research and experience 
to demonstrate. The Council on Physical Therapy 
of the American Medical Association has conducted 
and published two investigations of short wave dia- 
thermy machines. These demonstrate that for gen- 
erating heat within the tissues of the thigh the most 
efficient methods so far devised are by the use of 
electro-magnetic induction by the coil and by the 
double cuff method of the short wave electrical field ; 
the double cuff method can of course be applied con- 
veniently, only to the extremities. 


Hazards 


There are hazards inherent in the use of any 
thermo therapy as with any other form of therapy 
from the administration of quinine to the perform- 
ance of an abdominal operation. 


The hazards may be in the apparatus itself, in the 
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technique of application, or in the therapeutic judg- 
ment of the prescribing physician. 

The hazards of the various types of equipment 
themselves are largely a matter of good or bad elec- 
trical construction of the apparatus itself and are of 
the nature of fire hazards rather than of menace to 
the patient. Fortunately the faults of the defective 
machines are usually failure to produce the expected 
efficiency rather than those which might be hazard- 
ous to the patient. 


The most common hazard to the patient is that of 
faulty technique. Just as every hospital has had its 
share of burns from hot water bottles, so every phy- 
sician or technician who has had extended experi- 
ence with thermo therapy has had burns of patients, 
whatever type of apparatus he may have been using 
and whatever degree of skill in its use he may have 
developed. Due to the variable in the susceptibility 
of the skin of different patients and of that of the 
same patient at different times, no accurate means of 
prescribing dosage has been devised. The patient’s 
subjective sensation of heat remains the most prac- 
tical guide to dosage. Due to this lack of any defi- 
nite method of determining dosage, the major pro- 
tection of the patient and therefore of the hospital, 
lies in the employment of technicians whose train- 
ing, skill and meticulous attention to detail are be- 
yond question. 


The therapeutic judgment of the prescribing phy- 
sician is of particular importance in the application 














Internally generated heat—electro magnetic method—a 
modified coil method for local application 
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Internally generated heat—short wave diathermy ma- 
chine showing double cuff method of application 


of heat to the entire body as it is here that compli- 
cating conditions of the patient may spell the differ- 
ence between his improvement or definite and serious 
injury. Crippled hearts, kidneys or circulatory sys- 
tems introduce a serious complicating element into 
the picture and while not a definite contra indication 
to the general application of heat, do have a deter- 
mining effect on the dosage which may be prescribed. 
And here again, much dependence must be placed on 
the skill and care of the technician as the treatments 
are prolonged and it is only the technician who can 
observe the many stages of the patient’s tolerance 
and reaction, and whose judgment must be depended 
upon to modify or discontinue the treatment, in case 
of unfavorable reaction. 


In the case of the various types of local treatment 
the judgment of the prescribing physician involves 
the selection of the type of heat to be used and the 
site to which the heat source is to be applied. The 
penalties of faulty judgment are failure to secure 
the desired therapeutic results rather than the crea- 
tion of any hazard to the patient. 


From the above considerations it will be apparent 
that there are no more hazards inherent in the vari- 
ous methods of thermo therapy than in other thera- 
peutic methods. The principal hazards that do exist 
are largely a matter of improperly constructed appa- 
ratus and incompetent physical therapy technicians. 


_ 


Life is not so short but there is always room for 


courtesy. Emerson. 


a 
To live in hearts we leave behind, 
Is not to die. 
—Thomas Campbell. 


Coming Meetings 


CLEVELAND, OHIO 
American Hospital Association, Sept. 28-Oct. 2 
American Protestant Hospital Association, Sept. 26, 27, 28 
American College of Hospital Administrators, Sept. 26, 27, 28 
National Association of Nurse Anesthetists, Sept. 29, 30, Oct. 1 
American Occupational Therapy Association, Sept. 29, 30, Oct. 1 
Children’s Hospital Association, Sept. 30, Oct. 1 














Texas Hospital Association, Dallas, March 6-7. 


Kentucky Hospital Association, Louisville, March 
19-21. 


Ohio Hospital Association, Columbus, April 14-16. 


Joint Conference, North Carolina and Virginia Hos- 
pital Assns., Old Point Comfort, Va., April 16-17. 


Association of California Hospitals, San Francisco, 


April 20-23. 


Association of Western Hospitals, San Francisco, 
April 20-23. 

Alabama Hospital Association, Montgomery, April 
6-7. 

Hospital Association of Pennsylvania, Pittsburgh, 
April 22-24. 

Colorado Hospital Association, Denver, April 28-29. 

Iowa Hospital Association, Des Moines, April 27- 
28. 

Mississippi Hospital Association, Greenville, May 4. 

Joint Conference, Illinois, Indiana, and Wisconsin 
Hospital Associations, Chicago, May 6-8. 

American Medical Association, Kansas City, May 
11-15. 

Michigan Hospital Association, Grand Rapids, Sec- 
ond Week of May. 

Minnesota Hospital Association, S. Paul, May 14-15. 

Hospital Association of the State of New York, 
Buffalo, May 21-22. 

New Jersey Hospital Association, Atlantic City, 
June 4-6. 

Catholic Hospital Association, Baltimore, Md., June 
15-19. 

Manitoba Hospital Association, June 25-26. 

Mid-West Hospital Association, St. Louis, Mo., 
June 26-27. 

Connecticut Hospital Association, June. 

Hospital Association of West Virginia, White Sul- 
phur Springs, September or October. 

British Columbia Hospital Association, Victoria, 
September or October. 

American Public Health Association, New Orleans, 
La., October. 

American Dietetic Association, Boston, October 
11-16. 

American Dietetic Association, Boston, Oct. 11-16. 

Ontario Hospital Association, Toronto, Oct. 19-23. 

Kansas Hospital Association, McPherson, Oct. 31. 

American College of Surgeons, Philadelphia, Octo- 
ber 19-23. 
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Legal Decisions of Interest to Hospitals 


Hospitals as Charitable Institutions 


The question has been presented: “When is a 
hospital rightly called a charitable institution, and 
when is it rightly called a profit-making institution ?” 
It will be seen that the question calls for solution 
by reference to various judicial tests which have 
been laid down. 

At the outset it is to be noted that whether the 
particular institution be a charitable organization or 
not is of importance in those jurisdictions which 
exempt the charitable hospital from liability for neg- 
ligence. In this connection it is also to be noted 
that exemption from liability does not depend upon 
legislative pronouncement, but upon judicial pro- 
nouncement, the doctrine of non-liability of chari- 
table institutions for negligence having come from 
the courts in the first instance. 

In order to determine whether a particular insti- 
tution is rightly called charitable, one must look to 
some five sources: 

(1) Statutes of the particular state. 

(2) The charter of the association or corporation 
in question. 

(3) The by-laws of such association or corpora- 
tion. 

(4) The provisions of the will, if it be a testa- 
mentary trust administered by trustees. 

(5) Legal decisions in the particular state defin- 
ing a charity, or charitable organization. 

Perhaps a majority of the charitable hospitals of 
the United States and Canada are administered un- 
der a corporate or an associate structure. However, 
it is entirely possible, under the laws of some states, 
to administer a charitable organization, such as a 
hospital, through a trust. In this case, the trustees 
appointed under the instrument creating the trust 
act in a supervisory capacity. 

In the greater number of states there have been 
enacted laws pursuant to which a charitable organ- 
ization may take on the aspect of a corporation, or 
an association. Thus, the corporate, or associate 
form of administration requires a charter or articles 
of association, setting out the name, the organizers, 
the purposes and objects of the corporation or asso- 
ciation. However, the fact that a corporation is 
created under a state statute relating to churches, 
religious societies, etc., does not mean that the or- 
ganization so set up is of necessity a charitable cor- 
poration. In re Dol’s Estate, 182 Cal. 159, 187 Pac. 
428; for it may be possible under such statute to 
create a corporation which is not strictly charitable 
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in nature. So, it may be said that only prima facie 
is the organization of that character denoted in the 
statute under which it was created. For this reason 
it is of importance to be thoroughly conversant with 
provisions of the institutional charter, particularly 
those terms which pertain to the expressed purposes 
of the association or corporation. 


Important as the charter is in determining the 
nature of the institution, it cannot be relied upon 
exclusively for an answer to the question whether 
the hospital falls under the classification of a chari- 
table institution. For example, it was held that an 
incorporated society which conducted a private hos- 
pital “on the basis of mutuality for the treatment of 
sick members” in consideration for the payment of 
dues, but which received other sick persons for com- 
pensation, was not a charitable institution, although 
its by-laws expressed that charity was one of the 
purposes of the association. Brown v. La Societe 
Francaise, 138 Cal. 476, 71 Pac. 516. In this case 
stress was placed upon the fact that there was no 
provision in the articles of association which re- 
quired the application of the funds of the hospital 
to charitable purposes. Again, the Supreme Court 
of California has indicated that the answer to the 
question whether the hospital is a charitable institu- 
tion is to be determined not only from the powers 
of the corporation as set forth in its charter, but is 
also to be determined by the manner of conducting 
the hospital ; and where the hospital, although organ- 
ized for charitable purposes, charged for its services 
upon a scale comparable to other hospitals, but had 
received no charity patients over a period of thirteen 
years, then such hospital is to be considered as a 
non-charitable institution. Stewart v. California 
Medical Missionary Ben. Association, 178 Cal. 418, 
176 Pac. 46. Thus, it is not what the corporation 
says that it intends to do, but what it is in fact doing 
at the time which determines its character. 


With respect to judicial expression upon the ques- 
tion, it may be said that there are numerous defini- 
tions which are in substantial agreement as to what 
a charitable organization is. Here follows a defini- 
tion that has been frequently referred to: “A cor- 
poration, the object of which is to provide a general 
hospital for sick persons, having no capital stock nor 
provision for making dividends or profits, deriving 
its funds mainly from public and private charity, 
and holding them in trust for the object of sustain- 
ing the hospital, conducting its affairs for the pur- 
pose of administering to the comfort of the sick, 
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without expectation or right on the part of those 
immediately interested in the corporation to receive 
compensation for their own benefit, is a public chari- 
table institution.” McDonald v. Massachusetts Gen- 
eral Hospital, 120 Mass. 432. Again, a charitable 
corporation, or association is “one whose principal 
aim is to give of its material substance or time to 
benefit those who are in need of such assistance, or 
will be benefited by such gift or expenditure in some 
other way than simply by an improvement of morals, 
or bringing them under the influence of the gospel.” 
In re McCormick's Estate (New York), 71 Misc. 
95, 127 N. Y. Supp. 493. However, the giving of 
its time and substance to needy recipients of charity 
need not be the sole purpose of the organization, for 
any corporation is within the term “charitable” or 
“educational,” under the New York statute exempt- 
ing them from the inheritance tax, when, by its pow- 
ers, or by usage, the corporation is charged with 
educating its people, even though it exercises other 
public functions. Jn re Burnham’s Estate (New 
York), 112 Misc. 560, 183 N. Y. Supp. 539. 


What of the fact that the particular corporation 
accepts pay from those who are able to compensate 
the organization for its services? It must be re- 
garded as settled that such fact alone does not alter 
the nature of the corporation from a non-profit body, 
dispensing charity, to a profit-making institution. 
McDonald v. Massachusetts General Hospital, 120 
Mass. 432; Powers v. Massachusetts Homeopathic 
Hospital, 100 Fed. 294; Downes v. Harper Hospital, 
101 Mich. 555, 60 N. W. 42; Pepke v. Grace Hos- 
pital, 130 Mich. 493, 90 N. W. 278; Ettlinger v. 
Trustees of Randolph Macon College, 31 F.(2) 869; 
O’Brien v. Physician’s Hospital Association, 96 Oh. 
St. 1, 116 N. E. 975. It has been held that a hos- 
pital may be a tax exempt charitable corporation al- 
though most of its patients are pay patients, and it 
has a surplus of income over expenses, and conducts 
a training school in connection with the hospital. 
Lutheran Hospital Association of South Dakota v. 
Baker, 40 S. Dak. 226, 167 N. W. 148. And the 
fact that a charitable educational institution charges 
tuition fees does not make it an institution organized 
for profit. Parks v. Northwestern University, 218 
Ill. 381, 75 N. E. 991; Currier v. Dartmouth Col- 
lege, 105 Fed. 886; Hamburger v. Cornell Univer- 
sity, 204 App. Div. 664, 199 N. Y. Supp. 369. 

While it is clear that the receipt of pay for services 
does not convert the institution from charitable to 
non-charitable, it has been held in Massachusetts 
that a Y. M. C. A., usually regarded as a charitable 
institution, could not claim exemption from liability 
for negligence, because some of its objects were not 
charitable in nature. Chapin v. Holyoke Y. M.C. A., 
165 Mass. 280, 42 N. E. 1130. In a later case, the 
Supreme Court of Massachusetts held that the prop- 


erty of a Y. M. C. A. was exempt from taxation 
upon the ground that it was a charitable institution. 
Little et al. v. City of Newburyport, 210 Mass. 414, 
96 N. E. 1032. 


After reviewing some of the law applicable to the 
question, it may be said that the following salient 
points are to be noted in answering questions con- 
cerning the status of any institution: 

(1) What is the institution, in fact, doing at 
present? 

(2) What are the provisions of its charter? 

(3) Under what laws was it organized? 

(4) What provisions are contained in its charter 
and by-laws for the disposition of income, from 
whatever source derived ? 

(5) What is the consensus of judicial decisions 
applicable to charitable institutions in the particular 


state ? 
—_—@——_. 


California Courts Enjoin the Kern County 
Hospital from Admitting 
Patients Able to Pay 


GOODALL et al. vs. BRITE et al. 4 Civil No. 
1761. It is ordered that the decree of injunction 
rendered by the trial court on December 4, 1933, be 
modified by striking therefrom the words, letters 
and figures not appearing in the decree of injunc- 
tion hereinafter set forth and adding the words, let- 
ters and figures appearing in the decree of injunction 
hereinafter set forth which do not appear in the said 
decree signed by the trial judge so that the decree 
of injunction in this case shall read as follows: 
(Following the title of the court and cause.) 


“The above entitled matter having been heretofore 
heard and determined by the undersigned Judge of 
the Superior Court of the State of California, written 
findings of fact and conclusions of law having been 
heretofore duly and regularly signed and filed herein 
ordering judgment in favor of the above named 
plaintiffs and against the above named defendants 
as hereinafter given and made, and the case being 
in all respects ready for final judgment and decree: 


“It is therefore ordered, adjudged and decreed 
that the defendants Perry Brite, Stanley Abel, W. R. 
Woollomes, J. C. Hart, Chas. W. Wimmer, indi- 
vidually, and as members of the Board of Super- 
visors of Kern County, and Kern County, a legal 
sub-division of the State of California, and each of 
them, and every officer, deputy, agent, appointee, 
subordinate, servant or employee of the above named 
defendants, or either or any of them, and particularly 
and especially the officers and deputies, agents, em- 
ployees, appointees, servants, doctors, superinten- 
dents, head of departments, internes, nurses, and as- 
sistants, and all other persons acting under de- 
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fendants or any of them in any matter relating to 
the operation, maintenance, administration, or con- 
duct of that certain County Hospital of the County 
of Kern known as the Kern General Hospital, be, 
and each of such persons is, and all of them are 
hereby forever permanently restrained, enjoined and 
commanded to desist from admitting to and receiv- 
ing as patients of, caring for, curing, treating, board- 
ing, nursing, furnishing food or supplies or lodging 
to, or hospitalizing in, said Kern General Hospital, 
or at or in any out-patient clinic thereof, any person 
who, after due inquiry,and investigation, is not found 
to be an indigent person as herein defined, or a de- 
pendent or partially dependent person in case of 
emergency, or who is found, after due inquiry and 
investigation, to be a person who is himself, or has 
a relative or relatives legally liable for his support, 
able to pay for and obtain proper and necessary 
medical or surgical or hospital care or treatment or 
services for himself elsewhere than in the county 
hospital except as hereinafter specified. The follow- 
ing should be admitted: (a) an indigent sick or de- 
pendent poor person; (b) a needy sick and depen- 
dent or partially dependent citizen in case of emer- 
gency; (c) a psycopath, narcotic addict or habitual 
inebriate temporarily in custody; (d) a physically 
defective and physically handicapped person under 
the age of eighteen years when the parents or 
guardian of such person are not financially able to 
secure proper care or treatment and when such per- 
son’s admission and treatment has been duly author- 
ized in the manner provided by law; (e) a person 
in the active stages of tuberculosis, in wards estab- 
lished for the treatment of such persons, who is able 
to pay for such and who, when able to pay, is re- 
quired to pay for such treatment; (f) a person to be 
quarantined or isolated in the county hospital with 
a contagious, communicable or infectious disease ; 
(g) a prisoner confined to any city or county jail 
who requires medical or surgical treatment necessitat- 
ing hospitalization where such treatment cannot be 
furnished or supplied at such jail when the Superior 
Court of the county shall have ordered the removal 
of such prisoner to the county hospital and said 
prisoner elects not to furnish such treatment at his 
own expense; (h) a county employee injured in the 
course of his employment by the county when hos- 
pitalization is reasonably required to cure and relieve 
the effects of such injury; (i) a person in need of 
immediate hospitalization on account of accident or 
sudden sickness or injury or by reason of sickness or 
injury caused by or arising in a sudden public emer- 
gency or calamity or disaster. Provided, (j) Noth- 
ing in this decree shall be construed as restraining 
defendants from obeying or carrying out or giving 
effect to any law that may be passed hereafter re- 
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lating to the hospitalization of patients in county 
hospitals which may affect the hospital in Kern 
County. 
“It is further ordered that plaintiffs have their 
costs herein expended taxed at $306.62. 
“Done in open court this 4th day of December, 
1933. 
K. VAN ZANTE, 
Judge of the Superior Court. 
As so modified the judgment is affirmed. Each 
party will pay their own costs on appeal. 
MARKS, J. 
We concur: 
BARNARD, P. J. 
JENNINGS, J. 


Report of Salaries for Income Tax 
Purposes 

Hospitals are required to make a return to the 
Commissioner of Internal Revenue of the amount 
of salary paid to any employee of $1,000 or more, 
in any calendar year, on or before February 15 of 
the following year. Return is to be made on form 
1099, accompanied by transmittal form 1096, show- 
ing the number of returns filed. When board, lodg- 
ing, or both, are given, the following is the official 
rule covering the addition of the value of the 
perquisites given, to actual cost of salary paid: 

“Board and Lodging. Value of quarters and meals: 
Where the employees of a hospital are subject to 
immediate service on demand at any time during the 
twenty-four hours of the day and on that account 
are required to accept quarters and meals at the 
hospital, the value of such quarters and meals may 
be considered as being furnished for the con- 
venience of the hospital and does not represent addi- 
tional compensation to the employee. On the other 
hand, where the employees are on duty a certain 
specified number of hours each day and could, if 
they so desired, obtain meals and lodging elsewhere 
than in the hospital and yet perform the duties 
required of them by such hospital, the ratable value 
of the board and lodging furnished is considered 
additional compensation.” 

sacpshnsclippdeies 


New Stop-Loss Switch 


There is a new Stop-Loss switch for closets and 
storerooms which will help prevent the losses due to 
forgetting to turn off the lights. After the light 
has been turned on it goes out automatically in three 
minutes. This switch may be locked if the light is 
to be used for a longer period. 
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Dr. Joseph C. Doane, medical director of the Jew- 
ish Hospital, Philadelphia, and a former president of 
the American Hospital Association, has been ap- 
pointed a member of the municipal Board of Health, 
Philadelphia. 

cabsadglliaiaae 

Francis C. Leupold, who has spent a number of 
years as a hospital administrator in Pennsylvania, 
has been appointed superintendent of the Hoffman 


Memorial Hospital, San Diego, California. 
ee 


Bertha G. Wilson, director of nurses of the Good 
Samaritan Hospital, Portland, Oregon, has resigned 
after four and one-half years of excellent service, 
and plans to take an extended vacation. Christine 
A. Larsen has been appointed acting director of 


nurses. 
scsi atic 


Dr. John M. Scanland, medical superintendent, 
Agnew’s State Hospital, Agnew, has been appointed 
superintendent of the Napa State Hospital, Imola, 


succeeding the late Dr. Carl A. Johnson. 
an 


Mrs. Barbara Sandrum has been appointed super- 
intendent of the Deaf Smith County Hospital, Here- 
ford, Texas, to succeed Eva Virden, who resigned to 


be married. 
oe 


Floyd Coffman, formerly business manager of the 
Lubbock Clinic, has accepted the superintendency of 
the Littlefield Hospital, Wichita Falls, Texas. 


ssiaanidllagihcioncs 

Clay R. Underwood has been appointed superin- 
tendent of the Wichita Falls Clinic Hospital, Wich- 
ita Falls, Texas, to replace Eva M. Wallace, who re- 
signed. 


a 

Rowena H. Raymond, R.N., has resigned as su- 
perintendent of the Lawrence Hospital, Bronxville, 
N. Y. 


deitatiaiiiainin 

M. Mae Lankford, R.N., succeeds M. Haskins 
Coleman, Jr., as superintendent of the Johnston- 
Willis Hospital, Richmond, Virginia. Miss Lank- 
ford was formerly superintendent of nurses of this 
institution. 





Personals 








Vera Eidt will succeed K. Ethel Gray as superin- 
tendent of the Kootenay Lakes General Hospital, 
Nelson, B. C., Canada. Miss Gray resigned because 
of ill health. 


a 

W. E. Avery, Jr., who for eight years past has 
been superintendent of the Mary Elizabeth Hospital, 
Raleigh, N. C., has been appointed business manager 
of the Clinic Hospital, Greensboro, N. C. 


SScalaiinibhocionss 

Caroline Hill, Superintendent of St. Luke’s Hos- 
pital, Tryon, North Carolina, is retiring because of 
ill health. Edna Calvert has been appointed to suc- 
ceed her. 


sania 

Alma Murphy has been appointed superintendent 
of the Littleton Hospital, Grafton, New Hampshire. 
Miss Murphy formerly was assistant to the super- 
intendent, at the New England Baptist Hospital, 
Boston, Mass. 


usseaaaiaiacalas 

The Braddock General Hospital, Braddock, Penn- 
sylvania, is now under the management of the Order 
of Divine Providence. Sister Aniceta has been ap- 
pointed superintendent to succeed Mrs. Martha Oaks 
Kelley. 


nena las 
Mrs. Emma Pursely, former superintendent of 


Wahpeton Hospital, has been appointed superin- 
tendent of the Jamestown Hospital, North Dakota. 
Ann Simmonitsch has been appointed to succeed 
Mrs. Pursely at the Wahpeton Hospital. 


sienna 
Ruth Lewis has been appointed superintendent of 


Dodgeville General Hospital, Dodgeville, Wisconsin. 
Miss Lewis was formerly with the Ellsworth Hos- 
pital, Ellsworth, Minnesota. 


Gnsibiiceleda: 

Mrs. Gertrude Haynes, who has served as super- 
intendent of the Walker County Hospital at Jasper 
for the past two years, has assumed her new duties 
as superintendent of the Eliza Coffee Memorial Hos- 
pital, Florence, Alabama. 


——_—__—_——____ 

Miss B. Clarke has been appointed superintendent 
of the Galt Hospital, Lethbridge, Alta., Canada, to 
succeed Miss H. Levenick, who retired recently. 











A new hospital of 75 beds will be built in Illinois 
as a memorial to William Eliot Smith and his wife, 
Alice E. Smith. The institution will be endowed 
in part by the two daughters, Miss Eunice Smith of 
Alton, and Mrs. Ellen Hatch of Springfield. 

The hospital will be planned and built by the 
Methodist Episcopal Board of Hospitals. 


News Notes 








The Bishop Clarkson Memorial Hospital, Omaha, 
Nebraska, has purchased the Lord Lister Hospital 
and all of its equipment, taking possession on March 
2. The work of installing and improving the equip- 
ment of the Lord Lister plant was started imme- 
diately. The building occupied by the Bishop Clark- 
son Memorial Hospital has been sold. Under the 
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new arrangements the Clarkson Hospital will have 
an additional twenty-five beds for patients, and added 
housing facilities for their nurses. 
AERP! PTS a 
The Norfolk Protestant Hospital, Norfolk, Vir- 
ginia, is completing an addition of fifteen new rooms, 
a new laboratory, and the remodeling of the operat- 
ing room suite, and is installing new furniture and 
equipment. These improvements have been made pos- 
sible through recent bequests amounting to $48,000. 
RS RR bs 
Plans for a 32-bed infirmary, which will cost 
$117,000, is to be built at the University of Idaho, 
Moscow, Idaho. The building will be Tudor Eng- 
lish, conforming to the style of the other buildings 


on the campus. 
——_- ~~ - —— 


The United States Public Health Service reports 
that during 1935, hospital and out-patient care was 
furnished to American seamen and other beneficiaries 
at 154 ports; 332,034 accredited persons applied for 
treatment and other medical service. The Public 
Health Service furnished 1,101,768 hospital-days to 
in-patients, and gave 1,150,981 out-patient treat- 
ments in 1935, The per-patient-day cost was $3.31. 

Seashell tino 
Pennsylvania 

The apparent decline in the percentage of free 
care throughout Pennsylvania, which shows a drop 
from 60 per cent during 1934 to 47 per cent in 1935, 
has not been reflected in Philadelphia. The 20 hos- 
pitals in the United Campaign Fund of Philadel- 
phia reported their free care service averaged 58 per 
cent of total service, which is the same as last year. 

ounces 


A New Type of Bassinet Frame 


A new bassinet frame, which permits the elevating 
of a bassinet sufficiently, easily, and with safety, was 
perfected at the Saint John General Hospitai, Saint 














John, N. B., Canada. The superintendent, S. R. D. 
Hewitt, M.B., will be very glad to give specific in- 
formation in regard to this frame to any one who is 
interested. 









































CI. 
Register 

The “Cummings Directory Register,” illustrated 
below, was designed by our old friend, C. J. Cum- 
mings, superintendent of the Tacoma General Hos- 
pital, Tacoma, Washington. It is an attractive piece 
of equipment, practical as well as ornamental. It 
shows the name of each physician and surgeon on 
the staff in a neon illuminated panel, beside which 
there is an “In and Out” Register. On this master 
register, opposite each name, is a slot where mes- 
sages for the doctors may be placed. 





It is located so as to be convenient to the tele- 
phone operator and the staff. It is particularly 
useful in arranging consultations and conferences, 
keeping the whereabouts of the staff members while 
in the hospital available to the telephone operator 
and other hospital personnel, and in the elimination 
of confusion and saving the time of the information 
clerk and others. 

All inquiries relative to this new register will 
receive Mr. Cummings’ personal attention. 


—— 


The Association of American Medical 
Colleges Establishes an Intern 
Placement Bureau 


At its February meeting in Chicago, the Associa- 
tion of American Medical Colleges authorized Mr. 
Fred C. Zapffe, secretary, to establish a bureau for 
the placement of interns in hospitals. The purpose 
of this bureau is to assist the hospitals in securing 
the desired intern service. The deans of the medical 
colleges will refer the names of its graduates to this 
bureau, and the hospitals will be able to secure, 
through the bureau, the desired intern service when 
they have vacancies. 

The bureau will be in charge of Fred C. Zapffe, 
secretary of the Association of American Medical 
Colleges, 5 South Wabash Avenue, Chicago. 


Cummings Designs Staff Directory 
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State Aid for Hospitals in Pennsylvania 
An Analysis of the Report of the State Welfare Commission 


The State of Pennsylvania has for many years 
followed the policy of subsidizing and reimbursing 
in part voluntary hospitals in return for the care 
which these hospitals give the indigent sick and in- 
jured of that commonwealth. The system which it 
has installed to aid, with state funds, the voluntary 
hospital which contributes a large part of its effort 
to charity patients, has resulted in the establishment 
of a system of hospital care in that state, which might 
well be adopted in practically all of the remaining 
states. Pennsylvania and New York are the two 
best examples of a state’s practical interest in the 
hospital care of its indigents. Some six other states 
instituted a system of state aid adapted in many par- 
ticulars to the Pennsylvania plan. 

The State Welfare Commission reports the fol- 
lowing principles which it believes to be sound: 

“1. No institution or agency should receive state 
aid unless the service it renders is one for which 
there exists a generally recognized need. 

“The application of this principle would disqualify 
certain miscellaneous institutions which are now re- 
ceiving small subsidies. 

“2. No institution or agency should be given state 
aid which, though qualified as far as No. 1 is con- 
cerned, does not meet an established local need. 

“The state has an obligation to its citizens both as 
taxpayers and as contributors to private charities ; 
the people’s money should not be used to promote 
the establishment or the continuance of unnecessary 
activities. 

“3. No institution or agency should receive state 
aid unless a coordinated statewide program will be 
promoted by the services of such institution or 
agency. 

“The application of this principle would obviously 
disqualify for state aid institutions and agencies 
which are not capable of serving as instruments for 
the execution of such a program. 

“4, Either no institution or agency performing a 
given service shall be considered eligible for state 
aid, or all such institutions and agencies shall be so 
considered. 

“There is no valid reason for favoritism in the 
granting of state aid. 

“5. No institution or agency should be given state 
aid whose policy is not in harmony with the policy 
of the state as formulated by the Department of 
Welfare. 

“There is no justification for subsidizing organiza- 
tions which are functioning at cross purposes with 
the policies of the state. 


“6. No institution or agency should receive state 
aid which does not at least conform to the minimum 
standards set by the state. 

“To turn again to the hospitals for an illustration, 
the state is not simply “buying free service,” as we 
have been accustomed to express it. It is buying 
free service for the purpose of promoting the health 
of those who need service and are unable to pay for 
it themselves. 

“7. State aid should be given on an equitable basis 
and so far as is possible on the basis of service.” 

The Commission expresses its convictions that the 
state aid to voluntary hospitals has, in some instances, 
given support and encouragement to some hospital 
activities that were unwise, and expresses its con- 
viction in this manner: 

“The use of public funds for the financing of 
medical services for which the recipients are unable 
to pay can no doubt be amply justified on the ground 
that the public health and welfare are promoted by 
this means. Whether state aid as administered in 
Pennsylvania up to the present time, however, has 
advanced the equitable distribution of good hospital 
facilities throughout the state is another question. 
There is considerable evidence 

1. that it has encouraged overhospitalization in 
certain centers; 

2. that it has given impetus to the establishment 
of hospitals on the basis of personal ambition 
rather than on that of community need; 

3. that it has encouraged the building of hospitals 
that are too small to be efficient units ; and 

4. that it has kept alive hospitals which are neither 
necessary nor worthy of support.” 

More interesting are the recommendations which 

the Welfare Board incorporates in its report. 

“In the brief time available for the preparation of 
this report, it has not been possible to make a care- 
ful study of the hospital needs and facilities of Penn- 
sylvania on which a properly coordinated program 
could be based. The Commission is definitely of the 
opinion that such a study should be made. 

“Recommendation No. 1. Its first recommendation 
is that the incoming administration be urged to. make 
plans for such a study in order that the state may 
be in a position to give its support more effectively 
than it does today. In making this recommendation, 
the Commission does not wish to depreciate what has 
been achieved by the Department of Welfare in the 
last decade ; the Department has worked bravely and 
efficiently to effect the intelligent spending of ap- 
propriations for state aid.” 


HOSPITALS 








ite 


March, 1936 


“Until the passage of the Incorporation Act in 
1933, moreover, the Department of Welfare has had 
no control over the establishment of new hospitals, 
and today it has no control over the expansion of 
existing hospitals either as to plant or as to function.” 

“Recommendation No. 2. The Commission recom- 
mends that the Department shall be given this con- 
trol by legislation and, moreover, that new hospitals 
which are established, or existing hospitals which 
expand, or which establish out-patient departments 
without the approval of the Department of Welfare 
shall not receive or continue to receive state aid.” 

“The Commission believes that the very acceptance 
of state aid imposes on the hospital obligations that 
are unrelated to county lines. On the other hand, it 
does not seem wise to advocate that all state-aided 
hospitals accept Pennsylvania patients regardless of 
residence.” 

“Recommendation No. 3. The Commission recom- 
mends, therefore, that the Department of Welfare, 
in cooperation with the state-aided hospitals, work 
out a division of responsibility which makes adequate 
provision for free hospital care of the residents of 
counties where no hospital facilities, or no adequate 
hospital facilities, exist. It recommends, moreover, 
that no hospital which is unwilling to disregard 
county lines to this extent shall continue to receive 
state aid. 

“Closely related to the above is a recommendation 
which the state can make but which it cannot at 
present enforce. In the large centers of population 
there is no machinery for the coordination of the 
activities of the municipal hospital, the state-aided 
hospitals, the sectarian hospitals, and the few addi- 
tional ones that fall into none of these categories. 

“Recommendation No. 4. The Commission believes 
that such machinery would promote a more orderly 
program, and recommends that the Department of 
Welfare, together with the City Departments of 
Health, take the initiative in developing a coordinated 
division of responsibility. Such a plan should lead 
to the centering of expensive out-patient services in 
relatively few places, which is desirable not only for 
economy but for medical efficiency as well.” 


“Less than an annual average ward occupancy of 
65% should establish doubt as to the need of a hos- 
pital; and unless an explanation for a lower per- 
centage exists, such as insufficient funds for mainte- 
nance or recent expansion, the state would be justi- 
fied in shifting its support to hospitals for which 
there is a clearly demonstrated need. 

“Recommendation No. 5. The Commission recom- 
mends, therefore, that hospitals which do not fill a 
community need as established by the low demand 
for their services shall not continue to receive state 
aid after May 31, 1936, and that the Department of 
Welfare shall be authorized by the appropriation act 


to cancel state aid to such hospitals after this date.” 

“It seems obvious to the Commission that the state 
must give a break to the rural hospitals in the in- 
terest of a more equitable distribution of good hos- 
pital facilities, and the method of distribution of state 
aid recommended below provides for preferential 
treatment. If, even with the advantage that such 
treatment provides, it is impossible to raise the stand- 
ards of the hospital, either because of the poverty of 
the community or because of the indifference of the 
residents to the hospital’s needs, it seems obvious 
that the state’s funds should be used to promote bet- 
ter care for the community’s sick by the means pro- 
posed above rather than to subsidize inferior care. 

“Recommendation No. 6. The Commission recom- 
mends, therefore, that hospitals which do not con- 
form to the minimum standards of the Department 
of Welfare by May 31, 1936, shall not continue to 
receive state aid after that date, and that the Depart- 
ment of Welfare shall be authorized by the appro- 
priation act to cancel State aid to such hospitals after 
this date.” 

“At the present time 74 of the 163 state-aided hos- 
pitals maintain out-patient departments. Some of 
these departments leave a great deal to be desired, 
but that many are filling an important need is clearly 
indicated by the greatly increased demand for their 
services. Although the number of out-patient de- 
partments in Pennsylvania increased by only 3 be- 
tween 1927 and 1933, the number of patients treated 
increased by over 250,000 per annum, and the num- 
ber of visits paid increased by almost 1,400,000.” 

“Recommendation No. 7. The Commission recom- 
mends that the state assume some part of the cost 
of out-patient service; that an average cost per visit 
or transaction be established (say $.60); and that 
the same percentage of free service earnings at not 
more than this cost be paid by the state as is paid to 
a hospital for in-patient service.” 

“The Commission recognizes three major difficul- 
ties in the way of putting this proposal into effect. The 
first is the probable inclination of hospitals to estab- 
lish such departments in order to increase their rev- 
enues, regardless of the need for their service. The 
second is the possibility that some of the less effi- 
cient hospitals may attempt to establish their right 
to reimbursement on the basis of service which is 
not worthy of the state’s support. The third is the 
problem of devising means of checking on the use 
of out-patient departments in order to determine 
whether the economic status of the patients served 
justifies partial compensation by the state for such 
service. 

“The solution of the first difficulty lies in the con- 
trol by the Department of Welfare over the estab- 
lishment of out-patient departments recommended 
above. The answer to the second is twofold: 
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“Recommendation No. 8. (1) rigid adherence to 
the standards for out-patient service accepted by the 
American Hospital Association. : 

“Recommendation No.9. (2) the establishment of 
a medical committee to act in an advisory capacity 
to the Department and to the hospitals authorized 
to establish out-patient departments. 

“As to the third problem, it does not appear to be 
insoluble. The plan now in operation at the Penn- 
sylvania Hospital—probably also in others—with 
slight modification seems to be a generally practicable 
one. This plan calls not only for a ‘rating’ on first 
admission but where a freer or part-pay rating is 
given, an expiration date which appears both on the 
clinic card and the patient index card. Since, in 
fairness both to the private physicians and to the 
taxpayers generally, such supervision must be strict 
and efficient, the Department would require a larger 
number of hospital workers in order to check on the 
economic classification of patients treated in out- 
patient departments. 

“Recommendation No. 10. The Commission recom- 
mends that provision be made for the addition of 
four properly qualified workers to the staff of the 
Department. 

“Further protection against abuse might be pro- 
vided by the passage of a law such as exists in New 
York State, which provides that ‘Any person who 
obtains medical or surgical treatment on false rep- 
resentations from any dispensary licensed under the 
provisions of this act, shall be guilty of misdemeanor 
and on conviction thereof, shall be punished by a 
fine of not less than ten dollars, and not more than 
two hundred and fifty dollars. (Imprisonment until 
fine be paid may be imposed. Code Crim. Pro. Sec. 
718.)’” 

“Nine plans of distribution have been suggested to 
the Commission, in addition to the tentative plan 
developed by the Department of Welfare in 1933. 
The Commission has considered each one of these 
plans on its merits. 

“Recommendation No. 11. On the basis of such 
consideration and of other facts brought to the at- 
tention of the Commission, it is recommended that 
the hospitals be classified into two groups, urban (in- 
cluding suburban) and ‘rural’ (this class including 
hospitals in towns of 10,000 or under), and that the 
appropriations to the rural hospitals cover half again 
as high a percentage of free service earnings as the 
appropriations to the urban hospitals. In other words, 
if the urban and suburban hospitals are to be re- 
imbursed for 50% of their free service earnings, the 
rural hospitals would be reimbursed for 75%. As 
stated above, the Commission recommends that the 
same percentage be applied to free service out- 
patient earnings.” 

“No doubt some provision must be made against 


the possibility which in the past has been an actuality 
—that a hospital may have more money for mainte- 
nance than it needs. 

“Recommendation No. 12. To meet this possibility, 
the Commission recommends that if in any case a 
hospital’s ward income from all sources—endow- 
ments; contributions; earnings; state aid; county, 
municipal, or Poor Board appropriations—totals 
more than the operating ward costs, the Department 
of Welfare, with the consent of the Welfare Com- 
mission, shall be authorized to reduce the percentage 
of free service earnings to the extent necessary to 
effect a balance between income and costs. 

“Finally, to repeat what was said above — no 
formula can do more than rough justice. Rough 
justice, however, is to be preferred to no system at 
all. If the suggested study is made, a real plan for 
the building up of well-distributed hospital facilities 
can be based upon it, and the appropriations for the 
biennium 1937-39 can be granted with a clear pur- 
pose in view. 

“Recommendation No. 13. The Commission recom- 
mends that the amounts to be appropriated to each 
hospital for free ward service in the coming 
biennium, based on the last biennium’s record, be 
stated in the budget and that the appropriations be 
made to the Department of Welfare in an adminis- 
tration omnibus bill. Merged hospitals should be 


treated as a unit for the purposes of simplicity, 
though it would make no difference under this plan 


in the amount of the appropriation. 

“Recommendation No. 14a. The Commission 
recommends, moreover, that funds released by the 
cancelling of state aid to unneeded or sub-standard 
hospitals shall be distributed to those hospitals which 
assume the burden of additional free service in con- 
formity with Recommendations No. 5 and No. 6, 
and to other hospitals in need of additional support 
which the proposed study shall have shown to be 
necessary agencies in a statewide program. The 
Commission recommends that such funds shall be 
allocated to these hospitals by the Department of 
Welfare with the approval of the Welfare Commis- 
sion in accordance with their needs as indicated by 
the proposed study. 

“Recommendation No, 14b. In the event that such 
a plan appears to be impracticable, the Commission 
recommends as an alternative that a small special 
appropriation be made to the Department of Wel- 
fare for the financing of the burden of the addi- 
tional free service that the execution of Recom- 
mendations No. 5 and No. 6 would impose on certain 
hospitals, and that any funds released by the can- 
celling of state aid shall be distributed to all the re- 
maining hospitals at the same ratio as the original 
appropriations.” 
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Educating the Public About Our Hospitals 


Report of the Committee on Public Education 


ALLAN CRAIG, M.D., Chairman 
Medical Director, Charlotte Hungerford Hospital, Torrington, Connecticut 


7. TIME IS PAST when hospitals generally 
can rely on the old apathetic habit of disregard for 
public opinion and indifference to public reaction to 
the institution and its management. Economic stress, 
loss of patients and failure of public support in finan- 
cial matters have brought all too many institutions 
to the point of economic disaster, when stringent 
measures must be applied to the problem of public 
relations. 

Our national association has bent its efforts un- 
ceasingly to the combating of legislative influence 
which would result disastrously to hospitals every- 
where throughout the country. Many of our state 
associations are awake to the dangers which must 
be faced in their respective states, and it is no less 
important that individual hospitals or hospital coun- 
cils within local communities, be mindful of the 
problems which days of economic stress have forced 
upon them—problems which can be solved only by 
an awakened public consciousness of hospitals and 
their needs, the service which they render and their 
dependence upon intelligent public support. 

The Committee on Public Education cannot urge 
too strongly that hospitals everywhere give serious 
thought to the question of proper community rela- 
tions, and adopt a definite program of public educa- 
tion, to bring the hospital, its service to the com- 
munity, and the problems it has to face, to the at- 
tention of the public. There is no more important 
project for a hospital to undertake, than to try to 
make the people of its community understand what 
the hospital means to the community and what the 
community owes to the hospital. 


Hospital Publicity a Local Problem 

The education of the public in hospital matters 
must in the end rest very largely upon the effort of 
each hospital in its particular locality. The Public 
Education Committee of the American Hospital As- 
sociation is eager to lend suggestions, provide sub- 
jects, prepare material for talks, radio addresses, 
etc., but no national organization can do the work 
which is the duty of each hospital or group of hos- 
pitals to do in any given community, adapting its 
publicity to local situations, seizing opportunities 
which local events make possible, to place the story 
of the hospital effectively before the people. The 
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headquarters office can and does act as a center from 
which valuable information may be obtained, but 
the real effort toward a program of public educa- 
tion in any community must be an individual job on 
the part of each hospital or group of hospitals. 


Consistent Program Necessary 

Too much stress cannot be placed upon the neces- 
sity of a well-planned, well-balanced program of hos- 
pital publicity, whether undertaken by one institu- 
tion or by a community group. The Committee on 
Public Education has devoted an entire bulletin to 
the subject of “Planning Your Publicity” (Bulletin 
No. 1, 1935). In the opinion of the committee, a 
consistent program undertaken and carried on con- 
tinuously is far more effective than any amount of 
spasmodic effort occasionally put forth, which is 
frequently abandoned before anything worth while 
is accomplished. 


The Personal Contact 


Whenever it is at all possible, the hospital’s mes- 
sage is most effectively presented by the personal 
appearance of some representative of the hospital— 
the superintendent or some qualified member of the 
medical or nursing staff—before Chambers of Com- 
merce, service clubs, advertising groups, women’s 
clubs, groups of high school students, and the like. 
Similar to this personal, man-to-man approach in 
importance comes the radio, whose audience though 
perhaps larger, is invisible, and so somewhat less in- 
fluenced by the factor of personal contact with the 
speaker. More far-reaching in the long run than 
either, no doubt, can be the day-by-day influence of 
the public press. 


The Local Newspaper and the Hospital 


Every hospital should establish and maintain a 
friendly and cooperative attitude toward the public 
press. Make your local newspaper your friend and 
you will be well repaid for your efforts. The hos- 
pital’s contact with the press, however, should be 
made directly through the superintendent or director 
of the institution, or some trained member of the 
administrative staff. Such a person can do much 
to help the inquiring reporter get his facts and write 
his story. Unassisted, the reporter’s version is likely 
to be deeply tinged with the sensational coloring of 
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the lay observer. With the proper guidance, how- 
ever, the newspaper men will realize that there are 
certain ethical bounds beyond which the hospital 
cannot go, and the resulting story will be much more 
likely to present news items in their proper light and 
facts about the hospital with the correct emphasis. 
Our hospitals need the friendly interest of the public 
press; whatever can be done to build up mutual 
confidence and trust is a long step in the direction of 
an effective publicity program. 


Cooperative Effort on the Part of All Hospitals in 
a Community 


Much wasted effort can be saved and much repeti- 
tion avoided if the hospitals in any given community 
might join through a hospital council in a concerted 
program of public education in hospital matters 
common to all. Dr. Willard C. Rappleye, dean, 
Columbia University College of Physicians and Sur- 
geons, says: “The great need in the hospital field 
seems to me to be the necessity of articulating the 
problems of several hospitals in each community 
where more than one exists, into a common enter- 
prise. There is altogether too much of the competiti- 
tive and too little of the cooperative spirit. . . .”* 


A Program of the Hospital Association 
of Pennsylvania 


A state-wide program of public education which 
might well serve as an inspiration to others was out- 
lined in a paper delivered before a sectional meeting 
of the American College of Surgeons in Cleveland, 
April 4th, 1935, by M. H. Eichenlaub, Chairman of 
the Public Relations and Publicity Committee of 
the Hospital Association of Pennsylvania. He said, 
in part: 

“Educating the public about our hospitals is a big 
task and one that cannot be put aside. In the past, 
hospitals everywhere have paid little or no attention 
to developing and fostering the proper understand- 
ing on the part of the public. It is all too evident 
that during the years of the depression, the lack of 
understanding has reacted unfavorably upon the 
hospitals. The shrinkage of hospital income and the 
ever-increasing burden of free work are matters in 
which, strange to relate, the public so vitally con- 
cerned has shown no special interest. The first 
united effort in Pennsylvania to arouse public in- 
terest on behalf of the voluntary hospitals was in 
the summer of 1932. The work then begun was an 
emergency undertaking calculated only to avert the 
twenty-five per cent reduction in state aid resulting 
from the payment of moneys out of the General 
Fund for unemployment relief, under the provisions 
of the Talbot Act, held to be constitutional by the 
Supreme Court. Since the relief disbursements 


*The Modern Hospital, September, 1934. 


were held to be preferred claims, it was at once ap- 
parent that hospital appropriations, also payable out 
of the General Fund, would suffer. 


“The services of a publicity director were secured, 
news articles and suggestions for editorials were 
prepared and widely disseminated, pamphlets and 
stickers of all sorts were distributed, and a liberal 
use was made of the radio to arouse the people and 
through the force of public opinion, always an ef- 
fective measure, compel the General Assembly to 
come to the relief of the hospitals. I am happy to 
say that as a result of the short though vigorous 
campaign which was conducted, the appropriations 
were restored. 


“After that emergency had been met, the Hospital 
Association of Pennsylvania, the organization that 
initiated the campaign, determined to experiment 
with public relations and publicity as a sustained 
activity. . . . Appropriately enough, it was decided 
to solicit the hospitals proper for the necessary finan- 
cial assistance, but we soon found that before much 
headway could be made, the hospitals themselves 
would have to be educated and convinced that it was 
to their advantage to contribute, and this was no 
easy matter in view of their depleted resources. How- 
ever, for a period of twenty months, the Association 
continued the experiment with a varying number 
of hospitals—never a large percentage of the whole 
—contributing to the cost of the undertaking. 


“Fortunately, during this period, a number of 
important things were accomplished that might have 
failed lacking the facilities of the publicity depart- 
ment. Better perhaps than the tangible gains made, 
was the awareness of hospitals and a sympathetic un- 
derstanding of their problems and place in the com- 
munity which seemed to develop. . . . The member- 
ship committee set about in a determined manner to 
enroll every hospital in the State and as many of 
their trustees or directors as possible. Splendid 
progress has been made up to the present time in 
both directions. 


“With the growth in membership and additional 
money in sight, the Board of Trustees was able last 
September to adopt a new plan of public relations 
and educational publicity to be carried on under the 
direction of the Executive Secretary of the Associa- 
tion. Operations were begun in November and the 
development to date has been most encouraging. The 
state has been divided into zones or districts with 
a group organization in each district. With a wide- 
awake chairman on legislation assisted by several 
other members, in Harrisburg two or three days each 
week, seeking to further a definite program of legis- 
lation, the Association is indulging in the hope that 
at a very early date the problem of the care of the 
sick poor, now largely dependent upon hospital re- 
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sources, will be brought fairly and squarely before 
the people of Pennsylvania for a just solution. 


“In planning a program of public education, every 
available means should be utilized to disseminate in- 
formation in a systematic and sustained manner— 
information that is not only interesting and informa- 
tive, but is calculated to dispel the many doubts and 
misconceptions so prevalent regarding the work, 
obligations and financial resources of the voluntary 
hospital. An occasional newspaper story or radio 
address is not sufficient. If you prepare your ma- 
terial properly, the subject matter will bear repeti- 
tion and public attention can be held. The hospital’s 
function should be so explained that the people will 
not lack knowledge of the character and extent of 
the service which is constantly maintained for their 
benefit. I have great faith in the fair-mindedness 
of the average American citizen once he is fully in- 
formed, but he is too often misled by lack of com- 
plete information and by misrepresentation. In the 
light of existing conditions, the voluntary hospital 
should take the initiative in presenting to the public 
’ the health and sickness problems of the people and in 
working with their representatives in devising ways 
and means to provide hospital care for the needy, ir- 
respective of economic status. .. . To those of you 
from communities where nothing has been done to 
enlist public opinion, I recommend action.” 


Principles in Hospital Publicity 


To obtain the maximum effect in any program of 
public education, certain basic attitudes must be 
stressed and certain definite principles kept con- 
stantly in mind: 


A. Hospitals Are the Property of the People. It 
is of paramount importance that in their efforts 
toward publicity, hospitals should remember that 
they are public or semi-public institutions. Aside 
from a relatively few private and proprietary institu- 
tions, all hospitals are supported either from public 
funds or private endowment, or some combination 
of both. In that sense, our hospitals belong definitely 
to the people. They are servants, not masters, of the 
public. 

The magnitude of the hospital industry (if one 
may call it such) in this country at the present time, 
needs to be brought home to the public. Represent- 
ing an investment in plants and equipment of more 
than three billions of dollars, the care of the sick in 
hospitals is the fifth largest industry—on the basis 
of the investment involved—in the United States. 
All but a very minor fraction of the capital invest- 
ment is administered on a non-profit basis. The 
funds have been provided by private philanthropy, 
by local, state and Federal governments. In other 
words, these hospitals are the property of our people. 
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There are about seven thousand of them in this 
country and during a year approximately twelve 
million persons have been patients in them or in their 
clinics at some time. Every day approximately one 
million of our people are to be found in our hospitals 
undergoing care and treatment. 


From the standpoint of the public, in a very real 
sense our hospitals are institutions vitally linked with 
the health and happiness of large numbers of our 
people. It has been estimated that one in six of our 
population is directly served by our hospitals either 
as resident patients or in clinics of these institutions. 
Last year more than seven million persons occupied 
beds in our hospitals and of these numbers, seventy 
per cent were served in the non-governmental insti- 
tutions, 


Hospitals in their publicity may well strive to bring 
home the fact that many of the old sources for the 
maintenance of these hospitals, belonging to the peo- 
ple and created by them, are no longer available. It 
is for those who represent the best civic interest and 
the most enlightened business interest in our com- 
munities to take action. Are our communities to 
allow their institutions to curtail the breadth of their 
service or are they to carry on through the enlarge- 
ment of the sources of contributions to their cause? 
National health, in the last analysis, must be dealt 
with largely as a local community problem. It is a 
truism to say that good health in a community is a 
community asset. To sustain that good health, the 
leading citizens in a community must take an active, 
participating interest in, and’ sense a feeling of re- 
sponsibility for, their hospitals as well as their pos- 
sibly more obvious. duties toward their schools, 
churches, recreational and cultural institutions. 


Dr. Otho F. Ball* summarizes the situation ably, 
and points out many of the salient facts which need 
to be brought home to our public: 


“Since the early days of our country the volun- 
tary hospital, as the distinguishing feature of our 
national concept of service to the sick and injured 
has been as close to the heart and mind of the Amer- 
ican people as the church and the school. A volun- 
tary hospital is one which has been founded as a 
private institution, receiving generally little or no 
support from taxation. It is governed by a board of 
trustees of private citizens. It is free from politics 
or political control in its management. Of course, it 
is conducted without financial profit, existing solely 
to supply the best care and service to the ill and in- 
jured of its community. In short, it is what is 
known as a private, non-profit, charitable hospital. 
It may be fostered by the church, or by the fraternal 
orders, or it may be set up as a memorial or estab- 





*“In Defense of Good Health.”—The New Outlook, Janu- 
ary, 1933. 
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lished as a community enterprise by a group of 
public-spirited citizens. ‘ 

“Whatever its origin, the community hospital is 
one of the great works of mercy. It is no house of 
horror, creating accident, illness and tragedy. In- 
stead, it is a stalwart defender against them—a 
merciful haven for their victims. Through its free 
and part-pay beds, its out-patient department and 
social service work, it tends to smooth out many of 
the more serious inequalities of fortune... . 


“Tt must always possess spare capacity, expensive 
though this factor may be. The incidence of disease 
is irregular—hence the occupancy of hospital beds is 
uncertain, but always these must be in readiness for 
urgent requirements. This preparedness for emer- 
gencies constitutes a factor of insurance without 
which modern city life would be unsafe.” 


B. Hospitals Radiate Security and Happiness. 
In view of certain unfortunate publicity which has 
sometimes appeared concerning unsympathetic at- 
titudes on the part of hospitals and their personnel, 
it is more than ever important that the wholesome, 
happy side of hospital ministrations should be 
stressed. Invite the public to visit your institution 
on National Hospital Day, arrange a New Year's 
Open House, and make the public just as welcome 
ever day during the hospital’s regular visiting hours 
—so that everyone may see for himself that the entire 
hospital organization is working always with just 
one purpose in mind: to make the patient as com- 
fortable as possible in his illness and to restore him 
to health again within the shortest possible time. 


Take time to show the public some of the inner 
workings of the hospital. Let them see the methods 
of filing, indexing, and recording the charts of the 
patients and the care which is taken to maintain the 
elaborate record departments in our hospitals so that 
they may be ever ready to serve the patient and his 
doctor. Show them the very latest and best in X-ray 
and radium equipment provided for the diagnosis 
and treatment of human ailments. Take the public 
into the physiotherapy department where the latest 
in modern equipment is put at the disposal of the 
patient under trained specialists. Visitors will be 
especially interested in the maternity department, 
the nursery and the children’s wards. They can be 
shown the modern operating rooms and the obstetri- 
cal department where confinement cases are handled 
in the most up-to-date manner. Show the public the 
pathological laboratory in the hospital, where all 
that modern biology and pathology have to offer 
stands ready to assist in the finer points of medical 
diagnosis. Let them see the Drinker Respirator in 
action and explain its uses in the treatment of respira- 
tory paralysis. Take visitors into your hospital 
kitchens and modern dietetic departments, where a 


corps of specialists are devoting themselves to pro- 
viding one great essential to the patients’ recovery— 
wholesome, attractively-served food 


Let the public see the workings of the fine nurses’ 
training schools, the young women in training and 
the graduate supervisors and instructors under whose 
direction the nursing education of these young women 
is acquired. 


The impression will grow that hospitals in gen- 
eral are not places of depression and sadness, but 
institutions that radiate happiness and efficiency, 
where the personnel devotes itself to rendering cheer- 
ful service to the patient and where the best that 
medical science has to offer is bent to the task of 
restoring him as soon as possible to normal health 
and returning him to his home and his work. 


For the hospital itself, it is important to remem- 
ber, as has been pointed out again by M. H. Eichen- 
laub in the paper above referred to, that “within the 
hospital in all its activities, the human equation is 
as prominent as in family life. To remember and 
make allowances for this element in one’s daily con- 
tacts will contribute much to the even tenor of hos- 
pital routine and the spirit of good cheer we all strive 
to maintain. Mutual respect, understanding, toler- 
ance and cooperation are cardinal principles which 
must be observed and practiced by trustees, medical 
staff, administrative and nursing personnel alike if 
the character of service demanded by the patient and 
his family and friends is to obtain. The hospital that 
observes these homely virtues will develop a per- 
sonality and reputation for human kindness which 
will establish it firmly in the respect and esteem of 
the community.” 


Dr. Joseph Brennemann of the Children’s Me- 
morial Hospital, Chicago, expresses it well when he 
says :* 


“After an extended experience with a dozen widely 
differing hospitals, as intern, attending physician, 
visitor and patient, my attitude toward a given hos- 
pital centers in the emotions, in the heart, rather than 
in the mind, and I believe that reaction is freely 
shared by others. It is the atmosphere, the morale 
of a hospital, that makes or wrecks its reputation 
and its usefulness to the community in which it is 
iocated.” 


C. The Hospital Has a Responsibility in Build- 
ing Community Health. In striving to bring its serv- 
ice to the attention of the public, the hospital may 
take advantage of its golden opportunity to stress 
a wholesome attitude toward health values. It may 
well call attention to the fact that it has a mission 
to perform not only for the sick people within the 
community, but for those who are well. 


*The Modern Hospital, September, 1934. 
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The watchword of the modern hospital is “safety 
first” for those who are ill, and “stop, look, and 
listen” for all of us. In this latter warning is to be 
found the most progressive idea in modern hospital 
effort. 


Statisticians tell us that one in ten of our people 
will be sufficiently ill within a year’s time to require 
hospital care. Perhaps only a fraction of this tenth 
will actually find their way to hospitals for treatment. 
Does our modern hospital render a service only to 
those who are sick—must its efforts be limited to 
but one-tenth of the people? The up-to-the minute 
hospitals of today are establishing a service for the 
other nine-tenths who are not sick and who are in- 
terested in preventing illness. This service is com- 
monly known as the Inventorium, where periodic 
health examinations may be given under the direc- 
tion of the family physician, with all the facilities of 
the hospital at his disposal, to the end that well people 
may be kept well. 


Every doctor and every hospital today is stressing 
the importance of preventive medicine. Hospital 
publicity may well point out the fact that it is old- 
fashioned to call the doctor only after disease has 
made its presence known by pain and suffering. Our 
most precious possessiow, health, may best be safe- 
guarded by the proverbial ounce of prevention— 
which is still worth pounds of cure. 


The statement has been made from authoritative 
sources that one-third of all deaths in this country 
each year could be prevented. One out of every 
three lives could be saved. It is possible, declares 
one authority, that each one of us could add 15 to 
25 years to our lives, be relieved of unnecessary 
pain and suffering and make our lives healthier, hap- 
pier and more secure. 


Medical science: assures us that disease can be 
prevented if it is discovered in its earliest stages. 
It may be a relatively simple matter to prevent dis- 
ease, but much more difficult to defeat it once it has 
a foothold. Therefore we must discover diseases 
before they have had time to- work their destruction. 
It. is for all these reasons that medical science 
strongly advocates the regular physical examination, 
ofttimes called the annual health audit. A con- 
venient plan to follow is.to have the thorough physi- 
cal examination every year on one’s birthday—“so 
that his physical diary may be written as he passes 
the milestones of life.” 


All well-regulated hospitals today are equipped to 
render a far-reaching service to the public in giving 
well-directed publicity to the inventorium idea. All 
modern hospitals have the equipment necessary to 
assure the public a complete, thorough and adequate 
health audit. The X-ray and the fluoroscope stand 








ready to reveal the early stages of many. diseases 
which otherwise might escape detection. The family 
doctor making the health audit may have his diag- 
nosis checked in the hospital where pathologists and 
other experts in specialized fields of medicine are at 
hand to assist him whenever called upon. The hos- 
pital’s record department is at his service to keep the 
diary as it is written year by year, for purposes of 
comparison and reference. 


The hospital has a definite mission to perform in 
educating the public to utilize the facilities at their 
disposal to the end that they may lead longer, 
healthier and happier lives. 


Secondly, the hospital may further sound com- 
munity health by acting as a center for disseminating 
reliable information along the lines suggested by the 
Committee on Public Education in its Bulletin (No. 
3, 1935), “Making Use of Existing Agencies for 
Public Health Education.” 


There is a mass of literature intended for public 
use which is published by various recognized organ- 
izations each year. One of the great difficulties is 
to get this material into the hands of those to whom 
it would be of benefit. Every one of our hospitals 
can, with little added trouble or expense, greatly 
assist in the solution of this difficult problem. 


Some of the sources of such material are listed in 
the bulletin above referred to, and need not be re- 
peated here. Why not establish a means for the 
distribution of this valuable and reliable material in 
your hospital? A corner may be set aside in the 
hospital lobby for the exhibition of posters and a 
reading table provided where pamphlets may be at- 
tractively displayed. Suitable literature may be 
placed in the patient’s room for his attention during 
convalescence. Every hospital has dozens of op- 
portunities for the effective first-hand distribution 
of good educational literature along the lines of com- 
munity health. 


D. Hospitals and the Nursing Situation, The 
hospital may render a service to the community and 
win friends to its cause by giving honest publicity 
to the various phases of the nursing situation. Miss 
Ethel Johns, R.N., Editor of The Canadian Nurse, 
suggests that proper announcement should be made 
to the public that the nursing profession is at present 
badly over-crowded and that there is no longer any 
certainty that women qualifying themselves as pro- 
fessional nurses will be able to find sufficient work 
to support themselves. 


As far as the public’s need for qualified nursing 
service outside the hospital is concerned, much can 
be done by hospitals, further states Miss Johns, to 
promote plans for making the services of profes- 
sional nurses more readily available to all members 
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of the community at a price which all can afford to 
pay. At several points in the United States com- 
munity nursing bureaus are now operating under 
professional auspices in which various experiments 
are being made along this line. A beginning is also 
being made in Canada. The hospitals should (and 
doubtless would) be willing to support soundly di- 
rected plans which would increase the demand for 
the services of the women they are graduating from 
their various schools of nursing. 


It is therefore strongly recommended that indi- 
vidual hospitals and hospital associations stress the 
nursing features of the service they are prepared to 
render. In this connection there is a field for com- 
petent representatives of the nursing profession to 
appear before clubs and community groups and de- 
liver addresses on the question which vitally affects 
so many in the community. 


Opportunities for Hospital Publicity 


Community Fund Appeals. One of the focal 
points in any year’s program of hospital publicity 
for those institutions depending for their support 
in part at least, from funds contributed directly by 
the public, is the time of the annual drive for funds, 
solicited either through a community chest, or by 
direct appeal to the people on the part of the hospital 
itself. 


Hospital Day. Annually on May 12th, National 
Hospital Day is observed on a nation-wide scale. 
Suggestions for its observance in individual hospi- 
tals are amply supplied by the National Hospital 
Day Committee of the American Hospital Associa- 
tion, and programs have been outlined in bulletins of 
the Public Education Committee during this and 
past years. It is obvious that the publicity which is 
gathered specifically for National Hospital Day could 
profitably be spread out over much of the remainder 
of the year. 


The Hospital’s Annual Report. ‘One entire bul- 
letin of the present Public Education Committee 
(Bulletin No. 2, 1935) has been devoted to “In- 
terpreting the Hospital’s Annual Report” and using 
such report as an opportunity to popularize the hos- 
pital and its services. 


Much might also be said concerning the dress in 
which the hospital sends forth its report, and the 
resulting attraction (or lack of attraction) for the 
reader. No one is lured on to read institutional 
literature that comes clad in drab, depressing covers, 
with its page after page of solid type, statistical 
tables and monotonous lists. 


There is no logical reason why hospital reports, 
like those issued from business houses, should not 
be attractively designed, bound in bright colored 
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covers and lightened by well-illustrated pages. The 
increased interest on the part of the public reading 
these reports would no doubt amply repay the addi- 
tional effort and the somewhat greater expense in- 
volved in the publication of a better designed and 
more fully illustrated book. Whatever can be done 
to improve the appearance and increase the readability 
of the printed pages of hospital reports cannot help 
but react favorably on the institutions publishing 
them. 


Hospitals would do well, in this connection, to call 
upon the services of a printing expert under whose 
direction the layout of the report could be arranged. 
An up-to-date printing house will gladly render such 
advisory service to its clients, and help the hospital 
to clothe its message in a bright, cheerful cover 
which is so inviting that it induces a further careful 
inspection by the reader. The text pages can be 
lightened by an attractive typographical arrange- 
ment, with chapter headings, initial decorative letters, 
fly leaves in contrasting colors with decorative illus- 
trations and as many half-tones made from actual 
photographs of the work being done in the hospital 
as the institution can afford, so that one reading the 
report may almost feel that he has made a personal 
visit through many of its departments, has gained a 
real insight into its facilities and equipment and has 
seen the features for which the hospital authorities 
acknowledge grateful appreciation to donors and 
friends of the institution. 


The Group Hospitalization Movement. This rela- 
tively new movement, called in most localities “group 
hospitalization,’ is gaining ground rapidly and 
should logically result in increased interest on the 
part of the public in hospitals and what they have 
to offer. Through the growth of this movement, 
hospitals have a unique opportunity to interest the 
public in their services. The individual, on the other 
hand, who places his money on deposit against pos- 
sible future illness and the need of hospital care, feels 
he has a more tangible interest in the institution, or 
institutions, which will minister to his needs in case 
of illness. This type of personal contact with hos- 
pitals, either actual or prospective, should do much 
toward interesting the public in hospitals in general. 


Recommendations 


In summarizing the situation for hospitals and the 
public education program of the American Hospital 
Association, the committee wishes to make the fol- 
lowing recommendations : 


1. That a future Chairman of the Public Educa- 
tion Committee be chosen whose geographical prox- 
imity to the headquarters office permits a close con- 
tact with publication schedules. Such proximity 
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would greatly facilitate the future work of such a 
committee. 


2. That the new magazine, Hospitals, whose 
first issue has now just made its appearance—carry 
the future bulletins of the Public Education Com- 
mittee, thus eliminating the issuing of separate pub- 
lications, unnecessary postage for their circulation 
and clerical work involved in their mailing. The 
Committee feels strongly that a department of the 
new magazine might profitably be devoted to the 
combined subjects of Public Relations and Hospital 
Publicity, giving room for the discussion of its prob- 
lems and perhaps leading to a consolidation of prac- 
tice now being initiated in several sections of the 
country, so that a truly national policy might be the 
outgrowth—a policy which would carry the full 
weight of authority of a national organization ex- 
pressed through a recognized national organ. 


Addendum 


Attention is called to the report of the Committee 
on Public Education for 1934 (Bulletin No. 117 of 
the American Hospital Association), pages 11-20, 
inclusive, in which are given in much detail: 


1. A Calendar of Events for Program of Public 
Education 
An outline, month by month, of events which 
might be planned to spread publicity about hos- 
pital matters throughout the year. 
Suggested Topics for Talks 


Those which might be used before clubs and for 
radio broadcasts, and subjects which would ap- 
peal to High Schools and Junior Colleges. 


Suggested Material for Series of. Lantern Slides 
in Connection with Program of Public Educa- 
tion 
a. General Series 
b. Patient Series 
c. Special Series 

. List of Films Appropriate for Showing in Con- 
nection with Public Education Program 


Giving the titles and sources from which such 
films may be obtained. 


? Publications Pertinent to Public Education and 
Hospitals 


. Articles Distributed by the American Hos- 
pital Association 


(Radio talks, club talks, news releases and 
High School talks) 


Magazine Articles 


. Publicity Releases 
d. Books 


The present Committee on Public Education has 
no wish to duplicate the excellent listings above re- 
ferred to. The publications specifically devoted to 
the hospital field carry from time to time excellent 


material along the lines of the relation of the hospital 
to its public. In this connection should be noted a 
series of articles which have appeared during the past 
year in The Modern Hospital: 


September, 1934 Distinguished Service in the Hos- 
pital—a Stimulus to Progress. 


Distinguished Service—Its Stimu- 
lus to Progress. 


April, 1935 


Distinguished Service—By Com- 
munity Relations. 


May, 1935 
June, 1935 Distinguished Service—By Cour- 
tesy and Kindliness. 


Distinguished Service — Through 
Public Education. 


July, 1935 


Also in The Modern Hospital has appeared a series 
of articles entiled “Hospital Development and Sup- 
port—A Public Relations Problem: 


Part 1—August, 1934 
Part Il—September, 1934 
Part I1I—October, 1934 


In the same magazine, February, 1935, issue, ap- 
peared an article entitled “Do Your Capital Dollars 
Earn Full Service Dividends,” which discusses the 
fundamentals underlying any work in public rela- 
tions done by the individual hospital or group of 
hospitals within a community. 


Attention is further called to an editorial which 
appeared in The Saturday Evening Post, March 16, 
1935, headed “The Plight of Our Hospitals,” which 
is a concise and accurate description of present dif- 
ficulties, and a splendid example of the type of public 
education toward which we are striving. 


Code of Ethics for Hospital Publicity 


The following Code of Ethics for Hospital Pub- 
licity has been promulgated by the American Hos- 
pital Association, and should be strictly adhered to 
by every hospital engaged in any program of public 
education. Its principles are as follows: 


I 


Publicity by clinics, hospitals, sanatoria, and 
other semi-public medical institutions as to 
quality of work done implies unusual and ex- 
ceptional ability and efficiency on the part of 
their professional staffs, and therefore is ad- 
vertising of the medical men concerned. This 
type of advertising distinctly savors of quackery 
and is unethical. 


II 


Publicity by any such institution stating or 
implying that by reason of its exceptionally fine 
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equipment and material resources it is able to, 
or does, give the public better medical service 
than similar institutions are able or willing to 
render, is advertising for purposes of self- 
aggrandizement. Statements of this type are 
frequently exaggerated and misleading and are 
detrimental to the best interests of the public, 
of the institutions concerned, and of true medi- 
cal progress. 


III 


From time to time, hospitals, sanatoria, and 
other similar medical institutions must raise 
funds from an interested public for capital ex- 
penditure and maintenance. Furnishing the 


public with facts concerning such an institution, 


its work, its aims, and its ideals, is legitimate 
and desirable. The public is interested in these 
facts and therefore is entitled to know them. 
Publicity dealing with these facts is ethical, pro- 
vided, of course, that it refrains from any com* 
parisons or superlative terms either direct or 
implied. 
IV 

Publicity carried on by any one institution 
should be such as will be beneficial to all like 
institutions in the community. It should tend 
to develop public confidence in hospitals, sana- 
toria, and other medical institutions. It should 
be free from superlative or comparative state- 
ments and any implication of rate-cutting or un- 
fair competition. 








Uniform Hospital Standards in Colorado 

The Colorado State Board of Health is arrang- 
ing uniform hospital standards which will apply to 
the rules and regulations pertaining to the licensing 
of hospitals, maternity homes, nurses’ homes, and 
other institutions caring for the sick and convales- 
cent in the state of Colorado. 

In this work of defining the standards, the State 
Board of Health has asked the cooperation of the 
Colorado State Hospital Association. The plan of 
uniform standards successfully applied will provide 
adequate facilities for the proper care of the patients 
in the institutions of Colorado, and will make hos- 
pital standards throughout the state as nearly uni- 
form as possible. 

The action of the State Board of Health of Colo- 
rado will, undoubtedly, be followed in other states. 
Bills have been introduced in the legislatures of sev- 
eral states providing for the approval of hospital 
standards and the licensing of institutions caring for 
the sick. 

The state hospital associations have a definite in- 
terest in these standards, and will contribute valuable 
assistance to the health authorities in all of the states, 
in advising, and cooperating with the several boards 
of health in perfecting uniform standards that gov- 
ern the licensing of hospitals and affiliated institu- 


tions. 
——_< 


Texas 
A record breaking attendance of hospital admin- 
istrators is expected at the meeting of the Texas 
State Hospital Association to be held in Dallas, 
March 6-7; they will have an opportunity to attend 
the regional meeting of the American College of 
Surgeons and the hospital meeting at the same time. 
New hospitals are under construction or have been 
completed recently in different parts of the state: 
Crockett—A 15-bed hospital to be known as the 


“Jim Smith Memorial Hospital” is being built here. 
When equipped it will cost about $25,000. 

El Campo — A twenty-room clinic and hospital, 
planned along attractive modern lines and costing 
$20,000, is under construction. The building will be 
of stucco-tile, fireproof throughout. 

Fort Worth—A cottage system of hospitalization 
for tuberculous patients will be replaced by a new 
up-to-date sanatorium for the treatment of tuber- 
culous indigents of the county. 

Roscoe—A modern sixteen-room hospital built of 
native stone has been completed here recently. 

Fort Bend—A modern and well equipped 16-room 


hospital with 25-bed capacity is ready for occupancy. 
—_$_$_<p——— 


The Family Physician 

Not the man of God in the pulpit is more unselfish 
than the physician. He preaches the gospel of health 
when he knows that those who observe it will the 
less need his professional services. He coaxes and 
urges his patients toward speedy recovery, increas- 
ing their debt to him while diminishing his bill to 
them. And his “Charity Practice,” wider than the 
world knows, and more blessed than he himself is 
aware—is set down by the pen of the Recording 
Angel in the records of eternity. 

Remember that in tender, honest, impressible 
hours the physician is near. He stands at the foun- 
tain of being, guardian of the race, high priest of 
parenthood, companion at the dawn of life when the 
morning stars sing together and there is shouting 
for joy. He walks down the years a ministering 
angel in every hurt or sickness when “pain and an- 
guish wring the brow.” And when the tide of life 
runs low, at last reaching its utmost ebb to rise again 
upon another shore, the physician is there—he and 
the Great Physician, the two clasping hands where 
the waves of Time and Eternity meet. 

Hight C. Moore. 
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PWA and Hospitals 


The Public Works Administration has frequently 
helped finance the construction and renovation of 
hospital buildings. Loans have been made for such 
purposes when there has been reasonable assurance 
of full repayment, and have been declined in the 
absence of such assurance. 


The type of security taken as evidence of loans 
varies. In some cases the general taxing power of 
a city, town, or county is pledged to the payment of 
the bonds. In others, the bonds are payable solely 
from hospital revenues and are not an obligation of 
the community. 


Where bonds are payable from hospital revenue, 
the PWA has taken the position that foreclosure 
and operation of hospital properties is an unsatis- 
factory solution of default. Hence, it always makes 
an effort to satisfy itself first that estimates of in- 
come sufficient to meet operating expenses and debt 
service are attainable under reasonably good manage- 
ment. 


If the applicant is an established institution, its 
past record is studied carefully. If a new hospital 
is proposed, due attention is given to the operating 
record of nearby hospitals or of similar hospitals 
elsewhere. 

Considerable care is said to have been taken in the 
analysis of hospital applications that have come to 
the PWA so far. As a consequence, Administrator 
Ickes feels optimistic that he will not have many, 
if any, defaulted hospital bonds on his hands. 


Early American Hospitals 

Although private and temporary hospitals were 
established, it was in 1752 that the first permanent 
institution was founded in Philadelphia, aided by a 
grant of £2,000 from the Colonial Assembly. Its 
superintendent, Dr. Thomas Bond, became the first 
clinical lecturer in medicine in America. On this 
foundation the first medical school in America was 
established in Philadelphia about 1765. 

New York was not idle and in a spirit of rivalry 
secured a charter from the Colonial Government in 
1767 for the Society of the New York Hospital. 
The medical school in New York in connection with 
King’s College came into being in 1768. 


Wooden Shoes for the Operating Room 

Rubber-soled wooden shoes are being manufac- 
tured by a Wisconsin concern for the use of sur- 
geons and nurses in the operating room. This has 
been specially designed, obviously on Dutch last, and 
its particular advantages are foot-comfort and a 
maximum of neatness and cleanliness. 


The New G. E. Maximar 


Even the name of this x-ray therapy apparatus is 


new. Just announced by the General Electric X-Ray 
Corporation, and heading, no doubt, for a career in 
the medical and hospital fields. They make some 
wonderful claims for it. To quote their own words, 


“almost unbelievably economical.” 


Built on the famous oil-immersion principle that 
has been successfully applied to diagnostic shock 
proof units, the entire high voltage system of the 
new unit, including the Coolidge tube, is contained 
in a grounded oil-filled tank, rendering the apparatus 
shock proof and freeing its operation from the ef- 
fects of altitude, humidity, and other atmospheric 
conditions. 


Is Small and Compact 


The new unit, with which an unique type of treat- 
ment table is furnished, sells at a price featured as 
low. It requires only one small room, as small as 
10 by 10 or 9 by 12 feet, for operation. This fea- 
ture offers additional economies by eliminating the 
need for a separate transformer room, and because 
the treatment room may be small, reduces the cost 
of lead lining. 

The Maximar is believed to be the complete an- 
swer to the problems of many doctors and institu- 
tions desiring the facilities for deep x-ray therapy. 
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Conference of Sectional Association 
| Secretaries 


The secretaries of the provincial and state hos- 
pital associations began their conference with 
luncheon at the Palmer House, Chicago, Monday 
noon, February 17. The. program, following 
luncheon, consisted of a series of round table dis- 
cussions. 

The following were in attendance at this con- 
ference: 

G. Harvey Agnew, M.D., Secretary, Canadian Hos- 
pital Council. 

Asa S. Bacon, Trustee, American Hospital Associa- 
tion. 

Rev. John W. Barrett, Chicago Diocese of Catholic 

Hospitals. 

A. M. Calvin, Secretary, Minnesota Hospital Asso- 
ciation. 
Bert W. Caldwell, M.D., Executive Secretary, 

American Hospital Association. 

E. M. Collier, President, Texas Hospital Associa- 
tion. 

Graham L. Davis, North Carolina Hospital Associa- 
tion. 

Lee C. Gammill, Chairman, Legislative Committee, 

Arkansas Hospital Association. 

Robert G. Greve, Secretary, Michigan Hospital 

Association. 

Albert G. Hahn, Secretary, Indiana Hospital Asso- 
ciation. 

Mrs. Albert G. Hahn, Indiana Hospital Association. 

James A. Hamilton, Trustee, New England Hospital 

Association. 

A. E. Hardgrove, Assistant Secretary, American 

Hospital Association. 

John N. Hatfield, Executive Secretary, Hospital 

Association of Pennsylvania. 

Rev. John J. Healy, President, Arkansas Hospital 

Association. 

Joseph Hinsley, Vice President, Connecticut Hos- 
pital Association. 

Howard E. Hodge, Secretary, Hospital Association 
of Illinois. 

Regina Kaplan, Secretary, Arkansas Hospital Asso- 
ciation. 

Florence King, Secretary, Mid-West Hospital Asso- 
ciation. 

M. R. Kneifl, Executive Secretary, Catholic Hos- 
pital Association. 

F. P. G. Lattner, Secretary, lowa Hospital Associa- 
tion. 

John R. Mannix, Trustee, Ohio Hospital Associa- 
tion. 


John G. Martin, Secretary, New Jersey Hospital 

Association. 

C. W. Munger, M.D., President-Elect, American 

Hospital Association. 

Robert A. Nettleton, President, lowa Hospital Asso- 
ciation. 

W. L. Quennell, M.D., President, Michigan Hos- 
pital Association. 

Charles H. Sprague, M.D., Chairman, Legislative 

Committee, Iowa Hospital Association. 

Rev. Georges Verreault, O.M.I., President, Ontario 

Hospital Association. 

Fred Walker, Secretary, Florida Hospital Associa- 
tion. 
Carl P. Wright, Executive Secretary, Hospital 

Association of New York State. 

In the addition to the above the following were 
present at the general conference on Tuesday: 
Ray Amberg, Minnesota Hospital Association. 

E. Muriel Anscombe, Trustee, American Hospital 

Association. 

Mrs. Mary Hicks Bachmeyer, Council on Adminis- 

trative Practice, A. H. A. 

A. F. Branton, M.D., Chairman, Legislative Com- 
mittee, Minnesota Hospital Association. 
R. C. Buerki, M.D., President, American Hospital 

Association. 

Fred G. Carter, M.D., American College of Hos- 
pital Administrators. 
J. G. Crownhart, Secretary, Wisconsin Hospital 

Association. 

E. M. Collier, Texas Hospital Association. 
Paul H. Fesler, Chairman, Legislative Committee, 

Hospital Association of Illinois. 

Clarence E. Ford, New York Hospital Association. 
Major Roger A. Greene, Chairman, Legislative 

Committee, Hospital Association of Pennsylvania. 
J. Allen Jackson, M.D., President, Hospital Asso- 

ciation of Pennsylvania. 

Lewis E. Jarrett, M.D., President, Virginia Hos- 
pital Association. 

S. R. Lee, M.D., Minnesota Hospital Association. 

Alden Mills, The Modern Hospital. 

Donald M. Morrill, M.D., Michigan Hospital Asso- 
ciation. 

Joseph G. Norby, Minnesota Hospital Association. 

George O’Hanlon, M.D., Past President of A. H. A. 

C. G. Parnall, M.D., Past President of A. H. A. 

(Continued to page 114) 
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WHEN A HOSPITAL 
BECOMES FAMOUS 





Go ino some hospitals and the very air is charged with an intangible, pleas- 


ing, fascinating something that’s worth its weight in gold. 


Patients and visitors notice it, feel it, know it’s there and—priceless confi- 


dence results. 


We lift our heads for here we know the leaders work, the men and women 


who love the jobs they live, and life with a fervor that can’t be bought. 


In common English—MAN POWER makes a hospital like that; nothing 
else can make it, nothing else ever does or ever will make it, for success is 


the lengthened shadow of famed, successful men and women. 


Our part is to find men and women like that for you; and to find jobs for 


these men and women that they can love. 





Among the well-trained and skillful candidates whom we can recommend to you are: 


Hospital Administrators Social Workers Resident Physicians 

Directors of Nurses Laboratory and Research Physicians who are qualified 
Assistants Workers to head the various de- 
Instructors Physiotherapists partments in hospitals, 
Supervisors Occupational Therapists group clinics, teaching, 
Anaesthetists Dietitians public health and indus- 
Staff Nurses Medical Secretaries trial organizations. 











The Medical Bureau 


Top Floor, Pittsfield Building Chicago, Illinois 
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MUTUALLY HELPFUL is the way to ex- 
press the relationship between the advertisers 
who use the pages of HOSPITALS and those 
who subscribe to HOSPITALS. 


This Journal of the Association belongs to 
the members. Its activities are designed to 
function for the advancement of hospitals and 


for the progress of the Association. 


As hospitals progress so do the manufacturers 


and dealers who supply them. 


There is established then, through HOSPI- 
TALS, a mutual, progressive movement which 


cannot fail in producing good results. 
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Emulsifying Unit 
Petrolagar 
Laboratories 


Miscibility with bowel content is the prime reason for emulsifying mineral oil. 
Petrolagar represents the result of our twenty years’ study and experience with this 
one problem «+ Petrolagar permeates the bowel content, prevents the formation of 


hard masses and brings about a soft, easily passed stool. 


Petrolagar is a mechanical emul- 
sion of pure liquid petrolatum (65% by volume) and agar-agar, 
accepted by the Council on Pharmacy and Chemistry of The 
American Medical Association for the treatment of constipation. 


SAMPLES FREE ON REQUEST 


Petrolagar Laboratories Inc., Chicago 
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Conference of Sectional Association 
Secretaries 


(Continued from page 110) 


C. Rufus Rorem, Julius Rosenwald Fund, Chicago, 
Til. 

Peter D. Ward, M.D., Minnesota Hospital Associa- 
tion. 


Trustees’ Dinner 


On Monday evening, February 17, the presidents, 
secretaries, and chairmen of the legislative commit- 
tees in attendance at the mid-year conferences were 
the guests of the Board of Trustees of the Ameri- 
can Hospital Association at dinner at the Palmer 
House. President R. C. Buerki presided. In view 
of the conferences to be held the following day, 
there was no formal program. 


The State Secretaries’ Conference 


In accordance with resolution passed at the St. 
Louis Convention, the Chairman of the conference, 
A. E. Hardgrove, presented a report covering the 
proportionate expense to each state association in 
order to provide a fund from which the railroad 
expense of each secretary might be paid to such 
conferences as this one in Chicago. A study showed 
that the average one-way railroad fare to Chicago 
from the cities in which the secretaries of the 
various states and provinces reside would be ap- 
proximately $30. On the basis of the convention 
rate of fare and one-third for a round trip, this 
would mean an average cost of approximately $40 
to each association, if the railroad fares of all 
secretaries were pooled. 

Upon motion, the secretaries present were re- 
quested to refer the matter back to their state asso- 
ciations for consideration, and to send to the chair- 
man the reactions of the state associations in regard 
to such a proposal. This was originally suggested 
in order to encourage a full attendance of all secre- 
taries at such conferences as this and the ones held 
at annual conventions. The question will be given 
further consideration at the Cleveland Convention. 

Albert Hahn, chairman of the National Hos- 
pital Day Committee, outlined the material which 
had been prepared for the assistance of member 
hospitals in formulating their programs for this 
Day. The material consists of specimen proclama- 
tions, newspaper releases, and pamphlets listing the 
various ways for obtaining of publicity and the 
observance of the Day. Mr. Hahn requested the 
cooperation of all state officers in securing as wide 
an observance as possible. 

A complete report was presented by Carl 
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Wright, Secretary of the Hospital Association of 
New York State, covering the number of state asso- 
ciations holding technical exhibits, the number of 
days comprising each convention, the range of price 
for exhibit space, and the average size of space 
furnished by each Association. Means for making 
the exhibits attractive and of value were presented 
and fully discussed by members present. It was 
the universal opinion that._no pressure should be 
brought in the sale of space, and that such sale 
should be entirely governed by the value of the 
convention to the exhibitor. The arrangement of 
exhibits, the preparation of the prospectus, and 
forms of contract were also discussed. Some asso- 
ciations reported the successful use of advertising 
programs in place of exhibits at their state conven- 
tions. 

Much interest was shown in the report made by 
Dr. G. Harvey Agnew, Secretary of the Canadian 
Hospita! Council, in regard to a more orderly ar- 
rangement of convention dates which would facili- 
tate the transportation of exhibits and the visiting 
of the conventions by national speakers. It was 
suggested that nearby states, where one holds an 
exhibit and the other does not, might place their 
conventions on different dates of the same week, 
which would permit a speaker to attend both with a 
minimum of travel. 

A number of suggestions were submitted by Dr. 
Agnew and referred to the secretaries for presenta- 
tion to their individual state associations. The re- 
actions of the various associations are to be sent to 
Chairman Hardgrove at the National office, for the 
further consideration of the committee which is to 
report again at the next secretaries’ conference in 
Cleveland. It was generally conceded, in view of 
the American Hospital Association’s meeting in the 
Fal!, that Spring meetings of state hospital associa- 
tions were more desirable, but that the week of the 
February, conferences, Holy week, and the week of 
the American Medical Association Convention 
should be avoided. 


The value of state publications was presented by 
John N. Hatfield, secretary of the Hospital Asso- 
ciation of Pennsylvania. The chief benefits of a 
State Association bulletin are to afford a means for 
acquainting the members with current news of state 
interest ; to contain full information -egarding legis- 
lation affecting hospitals, with recommendations as 
to action to be taken by member hospitals in sup- 
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VACOLITER 


BAXTER'S SOLUTIONS IN VACOLITERS ARE THE 
PIONEER SOLUTIONS... TIME TESTED... TIME PROVEN 


AXTER’S Intravenous Solutions 


in Vacoliters are the pioneer solu- 


tions . . . with a clinical history of, 


nearly ten years... Baxter’s Solutions 
were completely proven before being 
advertised to the profession . . . Bax- 
ter’s Solutions in the new improved 
Vacoliters are used in the majority of 
all hospitals in the United States and 
Canada using commercial intravenous 
solutions. ... 


Complete information about Baxter’s 
Solutions and Baxter’s service will be 
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Baxter’s Dextrose and Saline 
Solutions Are Accepted by 
the Council on Pharmacy & 
Chemistry of the American 
Medical Association 
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gladly furnished to any hospital de- 
partment head or to any doctor. 


BAXTER’ LABORATORIES, Inc. 
GLENDALE, CALIF. - GLENVIEW, ILL. 





WHEREVER YOU ARE THERE IS A COMPLETE 
WAREHOUSE STOCK NEAR YOU 





Distributed East of the Rockies by 


AMERICAN HOSPITAL 
SUPPLY CORPORATION 


Merchandise Mart 315 Fourth Ave. 
CHICAGO NEW YORK 
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port of the legislative committees’ activities; meth- 
ods of procedure and regulations issued by state 
departments; and other matters affecting the gen- 
eral welfare of the hospitals. It also presents a 
medium for the releasing of publicity in connection 
with a public relations program, and for the secur- 
ing of the interest of hospital trustees. 

A number of associations reported the use of a 
four-page printed folder. One association recom- 
mended that these be filed in loose-leaf binders for 
the ready reference of the hospitals on questions of 
policy and departmental regulations. Others re- 
ported using a mimeographed bulletin, which is 
more economical but does not have the advantages 
of the printed folder. The North Carolina Hos- 
pital Association reported that they started with an 
eight-page bulletin, and were joined in this endeavor 
by Florida, Georgia, South Carolina, aud Virginia, 
so that it now has been increased in size and is being 
called “Southern Hospitals.” The magazine fulfills 
a direct need for this group of hospitals, whose 
problems are very similar. Each state association 
subscribes for its members, and the publication is 
sent to all hospitals of the five states, as well as to 
large numbers of trustees and others interested in 
hospital work in this district. 


It was suggested that those associations issuing 
bulletins send their bulletins once or twice each year 


to the trustees of all hospitals, in order to increase 
their interest and membership in the state associa- 
tions. The costs of the various types of bulletins 
were discussed, “Southern Hospitals” being the only 
one reported that carries advertising. Editorial 
work in connection with all state publications was 
reported as being voluntary on the part of the state 
association officers. 


Albert G. Hahn, secretary of the Indiana 
Hospital Association, next presented the subject of 
development of membership and financing of the 
state associations. In Indiana, in order to obtain 
the cooperation of all hospitals of the State, a meet- 
ing termed the “Genera! Hospital Assembly” is held 
semi-annually, by districts, which ail hospitals in the 
state are invited to attend, whether or not they are 
members of the state association. The state has 
been divided into four districts, for this purpose, 
the same program being followed in each district, 
under the direction of chairmen who are members 
of the state association. Much interest has been 
aroused among non-member hospitals by this plan, 
and the membership of the state association is being 
increased. 

Pennsylvania reported a very large increase in 
- the membership of its trustees following the plan of 
sending their bulletin, which is especially prepared 
for the interest of the trustees, to them twice a year. 
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Other means to awaken the interest of non-member 
hospitals were presented and discussed. The 
amount of dues for personal and institutional mem- 
bership was also consider 2d. 

John R. Mannix, Chairman of the National 
Committee to Adjust Membership Regulations, was 
called upon for a report on the work of his Com- 
mittee. He stated that the report of the committee 
would not be ready until early in the summer, but 
that such recommendations as are being considered 
by the committee are such as would preserve the 
autonomy of the state associations, who retain all 
of their privileges and follow their own desires as 
to the collection of dues; but would give to the 
state associations a voice in the affairs of the na- 
tional association. The secretaries present were of 
the general opinion that a plan of this nature would 
be satisfactory to the state associations. 

The secretaries present agreed to exchange bulle- 
tins and expressed themselves as being willing to 
send and desiring to receive the builetins of any 
other associations not represented. 


General Conference 


The conference of the presidents, secretaries, and 
chairmen of the legislative committees of provincial 
and state associations, together with the officers of 
the National association, was held Tuesday morning, 
February 18, at the Palmer House, President R. C. 
Buerki presiding. 

A. E. Hardgrove, who was elected by the Joint 
Committee as its vice chairman and executive secre- 
tary, reported on the activtiies of the Committee 
and more particularly on the status of legislation in 
Washington, as follows: 

H. R. 9185—which would permit hospitals to use 
tax-free alcohol in the compounding of medicines 
furnished to clinic patients for use off the premises 
of the hospital, but not offered for sale, was passed 
by the House and is still in the Senate, with every 
prospect of passing. 

Official regulations covering exemptions from the 
Social Security Act have not as yet been issued, but 
are in press and should be out before the end of 
the month. Officials of the Treasury Department 
state that these regulations parallel those of the in- 
come tax and that any hospital exempted from the 
income tax will be exempted from the Social Se- 
curity Act. However, it is necessary that state 
associations watch their state legislation in order to 
make sure that the individual states carry the Fed- 
eral exemption in their own acts; otherwise the 
Federal exemption will not remove hospitals from 
the requirements of any state legislation. It is to 
be noted that legislation already passed for District 
of Columbia, and Utah, does not exempt hospitals. 

Hospitals will not be permitted to voluntarily take 
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advantage of any part of the Federal law for- the 
benefit of their employees. In case this may appear 
at a later date to be desirable, new legislation would 
have to be introduced affording this privilege. ‘ In- 
dividual state associations, however, can have legis- 
lation introduced in their own state legislatures by 
which they would here receive the advantages of 
their state plans without coming under the national 
regulations, which may be more desirable. One state 
has already introduced legislation giving hospitals 
this right, should they so choose.* 


As has been previously reported, the only funds 
available from the Social Security Act for hospitali- 
zation are for the rehabilitation of children and for 
the care of the blind. The Children’s Bureau of the 
U. S. Department of Labor has agreed to appoint 
a member of the National Association on the Fed- 
eral Advisory Committee in regard to the rehabilita- 
tion of children, and the individual state associations 
should see that they are given the same consideration 
in the formation of state committees. 


The following state plans have been approved by 
the Federal authorities to date: 


Unemployment Compensation— 
Alabama New Hampshire Washington 
California New York Wisconsin 
District of Columbia Oregon 
The above represents approximately 29 per cent 
of the payroll of the United States. 
Old Age Benefits— 
Alabama Maryland 
Delaware Michigan 
District of Columbia Mississippi 
Idaho Missouri 
Iowa Nebraska 
Maine New Hampshire 
Representing approximately 190,000 persons. 
Dependent Children— 
Alabama Maine 
Arizona Mississippi 
District of Columbia Nebraska 
Idaho New Hampshire 
Representing approximately 67,500 children. 
For the Relief of the Blind— 
Arizona Mississippi Pennsylvania 
District of Columbia Nebraska Wisconsin 
Idaho New Hampshire Wyoming 
Maine North Carolina 


Vermont 
Washington 
Wisconsin 
Wyoming 


Washington 
Wisconsin 
Wyoming 


Representing approximately 14,000 blind. 

It was again announced that claims for the hos- 
pitalization of C.W.A. patients could still be filed 
if there was a record of injury on file in the district 
office, and if hospitals could prove that hospitaliza- 
tion was given. It was further reported that a list 
of the state and district W.P.A. administrators had 
been sent to the secretary of each state association, 
together with a map showing the counties compris- 
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Rhode Island . 


ing each district, for distribution by the state secre- 
tary to the hospitals of his state. 

Some difficulty is being experienced in carrying - 
out the agreement between the Joint Committee and 
the U. S. Employees’ Compensation Commission for 
the care of W.P.A. patients. This calls for a per 
diem rate—“not in excess of $4 per day”—plus 
certain allowable extras. In those communities 
where the same service is extended to other com- 
pensation cases at a lower rate than $4, plus the 
extras, the Commission takes the position that they 
cannot legally pay more than is charged the others. 
However, in the event that a lower established per 
diem rate of the hospital is used, the hospital should 
then bill for extra services given, at the regular 
established rates for such services. The total bill, 
however, at the regular rates of the hospital, cannot 
exceed $4 per day, plus the schedule of fees for 
extras as established in the agreement. A lower 
rate established for care of part charity patients, 
however, should not be used for compensation cases. 
The Commission has expressed its desire and in- 
tention to maintain the agreement as far as possible. 

The illnesses of dependents, and non-compensable 
injuries or illnesses of W.P.A. employees, are to be 
considered by the hospital from a financial stand- 
point, the same as it would for individuals employed 
by private industry at the same wages. No special 


significance should accrue to the case because of 
the fact that the wages of the W.P.A. employee is 
coming from Federal funds. 


The entire question of refunds from former 
processing taxes was reported as being very much 
undetermined at this time. Following the decision 
of the Supreme Court of January 6, declaring the 
A.A.A. as unconstitutional, it was ordered that no 
further refunds be made to hospitals or others by 
the U. S. Treasurer. The disposition of the im- 
pounded processing taxes that were returned by de- 
cision of the Supreme Court on January 13 to the 
processors, is likewise unsettled at this time. One 
Federal Judge has ruled that these should be con- 
sidered as any other tax refunds and belong to the 
person who directly paid them ; that is, the processors. 

Retailers of Chicago have sued the meat packers 
for the return of the share of refunded taxes paid 
by them. These packers, however, have taken the 
attitude that their prices were governed by supply 
and demand, and could not be considered as reflect- 
ing the processing taxes. 

The corn industries’ association has stated that as 
soon as legal complications are cleared and com- 
putations can be made, they intend to return their 
refunded taxes to the purchasers who originally paid 
them. Certain cotton textile farms likewise stated 
their willingness to refund the processing taxes paid 
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by hospitals (which were returned to these firms by 
the Government) to those hospitals as soon as legal 
decision is received and coniputations made. 

There is, however, some indication of a new bill 
being introduced into Congress creating retro-active 
taxes, which would make the processors repay the 
refunded taxes to the United States Treasury. 
Hence, the status of these returned processing taxes 
is very uncertain at this time. 

As to new taxes, there is every indication that it 
will be necessary to levy new processing taxes to 
cover the new farm relief program calling for ap- 
proximately five hundred million dollars per year. 
It is reported that these new processing taxes will be 
spread over a wider range of commodities; such as 
beef and other meats in competition with pork, grains 
other than previously were taxed, and other textiles, 
such as rayon; which would make the processing 
taxes on items formerly taxed much less than before. 
It is considered that the bill calling for these new 
processing taxes may be introduced into Congress 
before the end of February. A request has already 
been made by the Joint Committee to the Ways and 
Means Committee of the House for a complete ex- 
emption to hospitals from these taxes, and the Joint 
Committee will actively pursue this request should 
the bill be introduced. 

Two identical bills, known as the “Guffey-Dock- 
weiler Bill,’ have been introduced into the Senate 
and the House of Representatives, which would re- 
move the three per cent tax on cocoanut oil that has 
been made inedible. This, accordingly, would not 
‘onflict with the dairy industry. The tax has mate- 
‘ially increased the price of soap products, being 
shree per cent per pound on an oil that originally 
ost two and one-half cents per pound. Considerable 
effort is being made to have this bill brought to vote 
in both Houses, and it will be effective in reducing 
prices of soap to hospitals should it be passed. It 
should be noted that the revenue from this tax does 
not go to the United States Treasury, but to the 
Philippine Government. 


It was reported that state legislation being intro- 
duced consists largely of acts relating to workmen’s 


compensation. Laws permitting periodic payment 
plans for voluntary hospital associations are being 
considered in several legislatures, as well as lien laws 
for hospitals, doctors, and nurses. A plan for state- 
aid to approved hospitals has been introduced into 
the Mississippi legislature. This will appropriate 
state grants for hospitalization to counties on the 
basis of fifteen cents per capita. 

Complete health insurance plans of an identical na- 
ture, covering hospitals, doctors, dentists, and nurses’ 
services, as well as disability benefits, have been in- 
troduced in New York and Rhode Island, However, 
it is improbable that they will pass. 

Mr. Hardgrove stated that it was going to again 
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become necessary to ask for voluntary contributions 
to support the work of the Joint Committee and the 
Legislative Reporting Service. The income of the 
Association only permitted the Board of Trustees to 
set aside $1,000 for this purpose, and it was esti- 
mated that an additional $2,000 would be needed. 
This fund will be kept separate and used for the pro- 
tection of hospitals in legislative matters. Letters 
will be mailed te the member hospitals asking for 
voluntary contributions of from $5 to $10. 

Those present assured the Association of their 
cooperation, and the thought was expressed that the 
sum indicated was small for Federal purposes—many 
of the states spending much more individually for 
state purposes. 

One of the state officers present reported that the 
increased requirements for schools of nursing had 
decreased the number of schools, so that a shortage 
of nurses is becoming acute in his state, and he is 
fearful that they will not be able to have a suffi- 
cient number for graduate nursing ; and he requested 
that the training of nurses be given the next con- 
sideration. A spirited discussion ensued. With the 
exception of a few large centers, it was the opinion 
of those present that there was a real shortage of 
capable nurses for hospital duty throughout the 
states represented. The proposed revision of the 
curriculum, as prepared by the National League of 
Nursing Education, was discussed. There was a 
general expression of opinion that requirements for 
nurses’ training had advanced sufficiently for the 
present, and that the American Hospital Association, 
through its proper Committee, should make every 
effort to see that new requirements were not adopted 
so that hospitals would not be forced into the use of 
lesser trained employees for nursing duties. Presi- 
dent Buerki requested that those interested in this 
subject write a letter to Dr. Claude W. Munger, 
Chairman of the Council Division on Nursing, not- 
ing their local conditions and expressing to him their 
ideas and wishes, so that he may have these letters 
for his guidance in the handling of this problem. 
Dr. Buerki stated that the American Hospital Asso- 
ciation had been requested by the League to appoint 
an advisory committee, and that Dr. Munger would 
be chairman of this committee as well. It was sug- 
gested from the floor that small hospitals be repre- 
sented on this committee, and, if possible, that 
changes in curriculum requirements be referred back 
to the state associations for consideration before ap- 
proval. The state associations were reminded that 
the adoption of standards is a state matter and not 
national, and that the state associations must take an 
active part when state legislation is introduced so 
that drastic requirements are not placed upon schools 
of nursing in the respective states. 

The Association continues to maintain a legisla- 
tive reporting service, receiving notices, and copies 
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of bills of all legislation pertaining to hospitals being 
proposed in the Congress of the United States, the 
Parliament of Canada, and the legislatures of all 
states and provinces. These are reviewed and a 
weekly report is sent to the president, secretaries, 
and chairmen of the legislative committees of all 
state hospital associations. 

Albert G. Hahn, chairman of the National Hos- 
pital Day Committee, again presented the program 
being prepared by his committee, as he did at the 
secretaries’ conference. Following this he presented 
a plan for mutual death benefits for members of the 
Association, similar to a plan that has been success- 
fully operated by Y. M. C. A. secretaries for fifty- 
five years. The dues consist of an assessment upon 
those belonging to the fund (called the “Fellowship 
Fund”) whenever a death occurs. Originally the 
assessment was $2.15 to everyone, but later it was 
found advisable to graduate the assessment accord- 
ing to the age of the member from $1.15 to $3.15. 
The Y. M. C. A. fund has approximately 2,700 mem- 
bers and pays $5,000 to the beneficiary. Mr. Hahn 
states their experience shows an average of fourteen 
deaths per year. When sufficient surplus accrues in 
the treasury to pay a claim, no assessment is made. 
The fifteen cents of each assessment is used to de- 
fray operating expenses, and the balance goes to- 
ward the fund. Considerable favor towards a plan 
of this type was expressed by those present, and they 
were asked to take it back to their state associations 
for the consideration of their members, with the in- 
tention of giving the plan further action at the 
Cleveland Convention. State officials should ac- 
quaint Mr. Hahn with the reaction of their associa- 
tion members. 


Mrs. Mary Hicks Bachmeyer was then requested 
to speak on hospital councils. She stated that the 
value of hospital councils arises in the discussion of 
every vital hospital problem. Government agencies 
no longer care to deal with individual hospitals, but 
prefer to use organized channels. Hospital councils 
become the component parts for the strengthening of 
district associations, which, in turn, bear the same 
relationship to the state, and the state to the national. 
There are now about twenty-five regularly organized 
hospital councils, about twenty superintendents’ 
councils, and an increasing number of district organ- 
izations. Mrs. Bachmeyer is chairman of the Hos- 
pital Council Division of the Council on Community 
Relations and Administrative Practice, and will as- 
sist any interested hospitals in the formation of hos- 
pital councils. 


State plans for the periodic payment of hospital 
care was next considered. Mr. Graham L. Davis 
gave a resumé of his study of plans in England, and 
outlined the North Carolina Plan in detail. In North 
Carolina the plan was prepared by a joint commit- 
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tee of the medical and hospital associations. It is 
intended primarily to cover the low-income group, 
which has contributed largely to a free load of ap- 
proximately sixty per cent in these hospitals during 
the past few years. The fees are being put on a very 
low basis, and when necessary the income is ampli- 
fied by donation from the manufacturers, in order 
that these groups may be given coverage at a fee 
they can afford to pay. 

The thought was expressed that a state-controlled 
plan, organized as community associations, with com- 
plete reciprocal relations, was preferable to a com- 
pletely unified state plan. Where the latter does ex- 
ist, it has been necessary in some instances to disre- 
gard the state form of organization in publicity and 
emphasize the local aspects. Report on the progress 
of various local plans showed that periodic payment 
plans have met with much success, throughout, when 
sponsored by cooperative effort of all hospitals in a 
community. A remarkably low amount of initial 
capital was shown as being required until a plan 
becomes self-supporting, funds in many instances 
being loaned by local community chests. 

Various state legislation was next discussed. 
Clarence E. Ford, Assistant Commissioner of the 
Department of Welfare of New York State, who is 
directly in charge of the hospital division, spoke on 
New York legislation, and the cooperation between 
his Department and the New York Hospital Asso- 
ciation. Mr. Ford is a member of the State Asso- 
ciation and serves on its legislative committee. One 
particular bill introduced, that would be inimical to 
hospital interests, fixes a maximum of six days’ 
work, of eight consecutive hours per day, for all 
types of employees, including the superintendent. 
Another prohibits hospitals to bill for such services 
as laboratory, x-ray, anesthesia, or physiotherapy to 
private patients. Another requires the installation of 
a sprinkler system in all non-fireproof hospital build- 
ings. The state association is opposing these bills. 


The discussion then turned to state aid. These 
states: New York, Connecticut, Minnesota, and 
Pennsylvania, having state aid, reported that their 
experience was very favorable, and that the hospitals 
were being given fair consideration in the matter of 
regulations by their state departments. 

Mr. Hahn reported that township officials in In- 
diana had refused to care for the hospitalization of 
relief workers for non-compensable service and their 
dependents after they were transferred to WPA 
projects. The state association appealed to the At- 
torney General of the State, who ruled that a WPA 
employee or his dependents must be given the same 
consideration as any other resident, and if his finan- 
cial circumstances were insufficient, the township 
must provide for his medical or hospital service as 
required by the laws of Indiana. 
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Questions and Answers 


Question: .What are the minimum outside air 
requirements for hospital operating room air con- 
ditioning installation? Is one hundred per cent 
outside air necessary or economical? 

Answer: One hundred per cent outside air is 
neither necessary nor economical. The proportions 
of fresh to recirculated air should be adjustable, but 
never less than one pound fresh air per person per 
minute. A pound of air is equivalent to thirteen 
cubic feet of air at 70° F. It is desirable that each 
operating room should have a separate unit to pre- 
vent recirculation from one operating room to an- 
other. 

Question: Our institution has had considerable 
trouble with the accumulation of scale in the 
boiler tubes. The use of “Scale Buoys” has lately 
come to our attention. Will you advise what 
these buoys are and what results will be obtained 
through their use? 

Answer: “Scale Buoys” are little gadgets con- 
taining mercury from which the air has been ex- 
hausted and replaced by inert gases, and which, 
through agitation in the water before it goes into the 
boiler, cause a reduction of the scale-forming salts. 
They have been used in hospitals and other institu- 
tions in both Canada and the United States. The 
experience of one institution is as follows: 


Their boilers are Babcock & Wilcox water tubes. 
They use Montreal water having a hardness of seven 
grains per imperial gallon, approximately six degrees 
of hardness. They use about 20 per cent raw 
make-up water. 

Their boilers were last cleaned mechanically in 
May and June, 1934, when all caps were removed. 
Their boilers were usually cleaned to the bare metal 
every spring. 

In March, 1935, they installed a tank containing 
150 “Scale Buoys” agitated by motor and gear drive 
on the outside. In April, 1935, they started the 
“Scale Buoy” treatment on the dirty boilers. For 
the first two months they made an interior examina- 
tion monthly and found last year’s scale decreasing. 
They ran through the summer and opened two boil- 
ers on October 3, 1935, in the presence of the boiler 
inspector. They found only a very thin slimy scale 
showing on the inside of drum and tubes. There 
was loose scale lying at the lower end of the bottom 
of the tubes. There was no sign of pitting and the 
boilers were clean enough to go through the winter. 
The boiler inspector advised to only flush out the 
boilers thoroughly and fill them up. 

The only work they have since done in connection 
with the examination and cleaning was to open the 
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manhole and take off four caps and use the water 
hose. 

They are particularly pleased with the perform- 
ance of the “Scale Buoys” and feel that they have 
arrived at a very satisfactory solution of a difficult 
mechanical problem. 


NE Ce 

Question: “What is the safe temperature for 
autoclave sterilization?” 

Answer: There are two factors involved in steri- 
lization, temperature and moisture. Thus we regard 
boiling in water at 212° F. for twenty minutes as 
adequate, steam sterilization requires a temperature 
in excess of 230° F. for twenty minutes, while dry 
sterilization requires temperatures of 300° F. or 
more. 

In the case of autoclave (steam) sterilization, we 
have the added factor of penetration to consider. 
The temperature in the body of the autoclave may 
easily be greater at the top than in the lower levels 
and the temperature in the inside of bundles may be 
still lower than that at the bottom of the chamber. 

Likewise the reading of a pressure gauge is not 
a safe index of the temperature as the actual tem- 
perature attained at a given pressure is a composite 
of the actual temperature of the steam, and the 
amount of air which remains in the sterilizer—the 
more air the lower the temperature. 

For this reason the modern sterilizer uses a ther- 
mometer instead of a pressure gauge as an index of 
the temperature within the autoclave. This ther- 
mometer is connected at the coolest point—the ex- 
haust outlet—to make sure that the lowest actual 
temperature within the body of the sterilizer is at 
least as high as that shown by the thermometer. 

But even this precaution may fail if the contents 
of the autoclave—either the individual bundles or 
the contents as a whole—are so tightly packed as to 
interfere materially with the penetration of the steam 
to the innermost points. 

There is recent evidence that a steam temperature 
of 230° for twenty minutes at the instrument itself 
is adequate for the sterilization of instruments, but 
this should not be taken to mean that a general tem- 
perature of 230° would be sufficient for say a lapa- 
rotomy bundle because here again the question of 
penetration arises. 

In the question of the sterilization of objects other 
than textiles or instruments, still another question 
arises. A hypodermic needle enclosed in a sealed 
tube, dressings in closed jars, bone wax, oils or 
other anhydrous liquids, talcum powder, present a 
definite barrier to the penetration of steam and their 
sterilization then comes under the principles of dry 
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sterilization, which requires a temperature of about 
350° F. This temperature corresponds to a steam 
pressure of 130 Ibs. per square inch, a pressure ap- 
proximately 100 Ibs. above that which autoclaves are 
built to withstand. 


The same problem arises in connection with the 
sterilization of instruments by boiling in oil, which 
requires a temperature of 302° F. 


cialis sation 


Question: “We found upon analysis that the 
use of chlorine bleach in a temperature of 160° F. 
disintegrated the bleach so rapidly that much of 
the chlorine was lost.” 

Answer: It is not the chlorine in a chlorine 
bleach which does the actual bleaching. The chlorine 
acts simply as an intermediary to supply nascent 
oxygen and it is the oxygen which does the bleach- 
ing by oxidizing the organic matter of the stain. 
The chemical process is as follows: 

Water + Chlorine = hypochlorous acid = 
hydrochloric acid + O. 

At the end of the process the chlorine remains in 
the solution as hydrochloric acid, and the entire chlo- 
rine content of the bleach is recoverable in the form 
of hydrochloric acid. 

Since it is the oxygen which does the actual bleach- 
ing, the accepted laboratory test of bleaching power 
is the arsenic method by which the total amount of 
oxygen made available is measured and the activity 
of the chlorine computed therefrom. 

Chlorine from other sources, such as the com- 
pressed gas, or that supplied by the electrolysis of 
sodium chloride, might be used but some form of 
hypochlorite is more practical because it is less ex- 
pensive, more stable under transportation and stor- 
age conditions, and more accurately controllable un- 
der wash wheel conditions. 

It is difficult to conceive how any of the chlorine 
would be lost in the wash wheel at a temperature of 
160° as the chlorine would combine with the oxygen 
of the water as fast as released from the hypochlo- 
rite, and after the hypochlorous acid thus formed 
had given up its oxygen for the bleaching action, it 
is transformed into hydrochloric acid and would 
then respond to the usual tests for chlorides. 


—_——————— 


Question: What is a good method to employ 
in the sterilization of mattresses? 

Answer: There does not appear to have been 
much experimental work done on the question of 
the sterilization of mattresses and hence there is 
nothing authoritative in the literature. The selec- 
tion of a method to be used must be deduced from 
our general knowledge of the principles of steril- 
ization. 
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There are two distinct types of conditions to be 
met in assuring reasonable bacteriological safety for 
the patient. The most common one is that in which 
the mattress is but superficially infected, e.g., with 
the ever present pus organisims, etc. In this case 
the need for sterilization may be met by exposing 
to gaseous formaldehyde in an air-tight enclosure, 
followed by ample exposure in the open air and 
sun. Indeed one qualified health officer believes 
that six hours’ exposure to sun in the open air is 
sufficient without the previous use of steam or 
chemicals. In any case the efficacy of this method 
is limited to the destruction of the non spore bear- 
ing organisms and then only those on the ticking 
of the mattress. No appreciable penetration or ef- 
fect on spore bearers can be expected. 

For infection with spore formers or for a through 
and through disinfection of the mattress there is 
no substitute for sterilization by the autoclave 
method. For this purpose the simple closed box— 
steam method is not adequate, though reasonable 
safety can be attained by repeating the process on 
three days, using streaming steam for at least two 
hours—and storing the mattress at room tempera- 
ture between exposures to the steam. This for the 
reason that the steam will! kill adult bacteria but not 
the spores. The death of the adults stops the pro- 
duction of spores and the room temperature storage 
between exposures permits the existing spores to 
develop into the more vulnerable full fledged bac- 
teria. Any streaming steam method leaves the mat- 
tress very wet and soggy and an extended open air 
exposure will be necessary to dry it out thoroughly. 


The autoclave method is carried out in the so- 
called “steam disinfector’” which in principle is 
entirely like the conventional dressing sterilizer and 
the same technique must be followed, exhaustion of 
air, exposure to steam at 240°-250° Fahrenheit for 
30 minutes—drying and cooling by further use of 
the exhaust mechanism. 


These machines are made of sufficient size to take 
the mattress without folding or rolling and usually 
have a carriage which can be rolled out for the load- 
ing- and unloading process. Older patterns provide 
for laying the mattress flat but in the light of mod- 
ern research on sterilization it is certain that much 
more effective results can be obtained if mattresses 
are placed on edge and the manufacturers are now 
prepared to furnish a carriage arranged for this 
method. 


a 


Question: I am contemplating changing the 
coler of our operating room walls, and have re- 
cently seen many of these rooms painted in a 
light greenish shade. The bottom of our room 
has about six feet of white marble, and on the 
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THERMOMETER 
OUTLASTS 


ORDINARY 
THERMOMETERS 


Tempglass Thermometers are notably fine, accurate, de- 
pendable scientific instruments. Yet they cost less to use 
because they are tempered, tougher, stronger, have double 
the life of other thermometers. Reduce your thermometer 
costs, improve your thermometer service, with Tempglass. 


FAICHNEY INSTRUMENT CORPORATION 
Watertown, N. Y. 


TEMPGLASS THERMOMETERS 
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A HOSPITAL ADMINISTRATOR 
ASKS FOR ADVICE 


. “Our mattresses are becoming lumpy and uncom- 
fortable — the patients are complaining — what 
can we do about it?” 


“There is only one thing to do; replace them with 
mattresses that do not become uncomfortable 
through use.” 


“What mattress do you use or recommend?” 


“We use and recommend Spring-Air. It doesn’t 
lose any of its comfort and your patients will 
always be contented.” 


“Sounds good to me — how can [ get one to 
try it?” 


‘From any of the forty-three Master Bedding 
Makers of America. Write to the Association 
office and get the name of the nearest Master 
Bedding Maker.” 


That’s Good Advice 


As the administrators of thousands of hospitals will tell you, 
you cannot equal Spring-Air sleep cushions for comfort, 
economy and convenience. Test Spring-Air for yourself free of 
charge — see its exclusive features: Ease of handling, perfected 
two part construction, 

patented corner straps — 

and many more. 


inn 
oun’ AMERICA'S FINEST ounes this guarantee, 
HOSPITAL MATTRESS “purchase mattresses. 


Write today for the name of the nearest Master 
Bedding Maker, and for a free test offer. 


MASTER BEDDING MAKERS 
of AMERICA 


Executive Offices: HOLLAND, MICHIGAN 





upper six feet and ceiling I was contemplating 
using this new color. We have plenty of. nat- 
ural daylight from the north; the whole north 
side is windows. 


Answer: The physiological theory on which 
the use of shades of green are used for the oper- 
ating room is substantially as follows: 


Green is the complementary color to red, and 
when the line of vision moves from the red of the 
wound to green of the wall, the red sensitive nerves 
of the surgeon’s eyes are put at complete rest thus 
permitting a recovery from fatigue and giving the 
eye an increased acuity for red when it returns to 
the wound. The color usually designated as spinach 
green is the one which is complementary to hemo- 
globin red, and which, in accordance with the above 
theory, should be used. 

But this color has a relatively low reflective value 
—about 45 per cent as compared to 65-67 per cent 
for the light shades of green. This would suggest 
that the lower part of the wall, which the vision 
reaches directly, should be painted a spinach green, 
while the upper part should be painted a very light 
shade to preserve its reflective value. 

Some surgeons who have tried this are enthusi- 
astic—some are as violently opposed. There seems 
to be a large element of personal psychology in the 
matter. 

It is suggested that you use the light shade of 
green above your tile wainscot, and if your sur- 
geons are agreeable, test the deeper shade by paint- 
ing the marble—from which it can easily be re- 
moved, if found unsatisfactory. 


——__-<___——— 


Question: We have no record room, so our 
records since the hospital opened seven years ago 
have been kept in the filing cabinets in the office. 
They are now filled and we have to provide other 
storage space. Where and how should old rec- 
ords be stored? This is a 40 bed hospital and not 
a teaching unit. 


Answer: The preservation and storage of clini- 
cal records often presents a real problem to the small 
hospital. 


In the university and other large hospitals where 
a large amount of clinical research is done, the unit 
system is in most common use. In this system, the 
filing number assigned to the patient at his first ad- 
mission becomes his permanent number for all sub- 
sequent admissions and the records of all these later 
admissions are simply added to the records of the 
first admission. In its complete form the unit rec- 
ord includes both in-patient and out-patient records. 
Unit records are usually filed either in the ordinary 
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vertical file folder or bound into an expansible folder 
and filed on shelves in numerical order. 

In the chronological: type, which is much more 
common and is very satisfactory in those hospitals 
in which no great amount of clinical research is in 
progress, each admission of the patient is treated as 
a separate entity except that on the first sheet there 
is usually a reference to histories of previous admis- 
sions, but the records of these previous admissions 
are left undisturbed as originally filed. In this type 
of record the vertical folder drawer is again the most 
convenient and economical method of filing current 
histories. 

Filing space soon becomes a problem and it is 
common to provide for both an active and a storage 
section—histories being removed from the active to 
the storage group at periods varying from one year 
up—the time histories are permitted to remain in the 
“active” file, being regulated largely by the space 
available in that file. 

Nurse’s notes and medication sheets ordinarily 
constitute about 75 per cent of the bulk of the his- 
tory and it is thus apparent that removal of the 
nurse’s notes from the history will permit the filing 
of from three to four times as many histories in a 
given space as would be possible if the nurse’s notes 
are kept with the other portions of the history. 
Nurse’s notes constitute a periodical record of symp- 
toms exhibited by the patient and of procedures car- 
ried out either by the physician or at his direction. 
If the attending physician keeps proper progress 
notes, the significance of the nurse’s detailed record 
will be summed up and evaluated in a short note as 
often as changes in the patient’s condition justify it. 

In order to save space in the files, many hospitals 
have adopted the method of separating the nurse’s — 
notes from the balance of the history, wrapping 
them in bundles, each bundle carefully labeled, and 
storing in some storage space. This method con- 
serves space both in the active and in the storage 
files, and the labor involved in the rare case in which 
they must be sought and removed from the bundle 
is more than offset by the great facility in finding 
the smaller and more frequently demanded case his- 
tory proper. 

For permanent storage many methods are in use. 
The metal “transfer” vertical file section is common 
in the larger hospitals. An inexpensive type of docu- 
ment file stored on shelves library fashion has its 
advocates, and some hospitals even resort to the 
bundling method described above for nurse’s notes. 

The method adopted must be decided on the fre- 
quency with which old histories are needed for ref- 
erence or study, on the space available, and on the 
relative cost of the different methods. 

In any case, they must be preserved and should 
be in as accessible form as local conditions permit. 
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STICKLEY BROS. COMPANY 


Grand Rapids, Michigan 


will introduce 
a new line of 


Hospital Furniture 





in 1936 
also 
a line of new Furniture 
for 


Physicians’ Offices 





1 RN: BERN ee eam cama a 
Plan Your 
HOSPITAL DAY 
Publicity NOW 


Good publicity is necessary to 
make National Hospital Day 
(May 12th) a success in your 
hospital. 


Literature of Interest to You 
Please Help Yourself 


A Complete Service 


Beautifully designed colored posters, 
postcard announcements, newspaper 
mats, movie film trailers, birth cer- 
tificates, gummed stickers for your 
mail, and the popular folder rack 
with complete series of six folders 
as illustrated. 


This Rack With Folders Promotes Good Will 


Many hundreds of hospitals use this method to distribute appropriate litera- 
ture to visitors. These folders are conservative, non-technical, easily read and 
appropriately illustrated. The rack is of steel, finished in a rich brown color, 
and is an ornament to any lobby. It is one of the most effective methods of 
hospital publicity. 

Order Early .. . Avoid Disappointment 


Please do not wait until the last minute rush. Orders will be filled as received. 
Write for full information. 


PHYSICIANS' RECORD CO. 


The Largest Publishers of Hospital and Medical Records. 
161 W. Harrison Street 13 Chicago, Illinois 








To Hospital Executives: 


Your Great Coneern 


is the selection of an able and conscientious 
personnel. 


Our Sole Concern 


is to assist you — promptly, intelligently, 
faithfully by supplying proven applicants 
for your consideration at no expense to 
you. We offer you continuous service as 
your source of supply of nurses. Tell us 
how we may serve you. Write now whether 
you have immediate need or not. 


NURSE PLACEMENT SERVICE 


Room 513, 8 South Michigan Avenue 
Tel. State 8883 


CHICAGO, ILLINOIS 


























Does your hospital 
IMPRESS ITS PATIENTS 


¢ 


Your staff may rank high professionally; your 
technical equipment may be the best modern 
science affords... BUT, does your hospital look 
like that to your patients? Just as a friend’s home 
reflects the type of person he is . . . so should 
your hospital’s appearance inspire confidence. 


Marshall Field’s have provided complete hospital 
furnishings for many of America’s finest institu- 
tions. Our services include: furniture, rugs, 
draperies, notions, major appliances, silver and 
china, enamelware, household utilities. 


Contract Sales Division 


MARSHALL FIELD 
& COMPANY 


State, Washington, Randolph and Wabash: Chicago 
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Eliminating Unnecessary Hazards 


Every once in a while sensational articles appear 
in the daily press covering an explosion or fire with 
consequent destruction of property, and sometimes 
personal injury, due to the careless handling of the 
anesthetic gases and oxygen. 

A more recent one was a newspaper article de- 
scribing a series of terrific explosions from anes- 
thetic gas tanks, followed by a fire, in a southern 
hospital. The explosion occurred, according to the 
newspaper article, while an orderly was transferring 
anesthetic gas from large tanks into smaller cylin- 
ders. 

In spite of every care which the manufacturers of 
anesthetic gases take in making the tanks, valves, and 
other equipment foolproof, and in spite of repeated 
warnings as to the hazards of accompanying care- 
less handling of these containers by inexperienced 
persons, some of our hospitals pay so little attention 
to these warnings that occasional explosions occur. 

The practice of transferring gases from a larger 
cylinder to a small cylinder is neither safe nor eco- 
nomical under usual operating conditions, and there 
is always the hazard of explosions during the process 
of this transfer. The attention of the hospital should 
be directed to the ordinary precautions which should 
be taken in the handling of anesthetic and other ex- 
plosive gases which they use; this particularly ap- 
plies to the transfer of these gases from larger to 
smaller containers. The precautions are listed below: 

“(1) The procedure at best is highly hazardous 
(for opinions on this subject consult any qualified 
gas engineer, The Underwriters Laboratories of Chi- 
cago, the Bureau of Standards at Washington, or 
the Compressed Gas Manufacturers’ Ass’n in New 
York). Handling a gas under 2000 Ibs. pressure 
to the square inch is nothing to be dabbled in, par- 
ticularly a gas that with oil and grease present could 
produce a serious explosion. 

“(2) Such a process in your hospital would raise 
both your liability and fire insurance rates. If you 
doubt that statement consult your local insurance 
agent or his headquarters. 

“(3) The system, even were it safe, is uneconomi- 
cal for several reasons; in the first place the pres- 
sure of a full small cylinder is just as high in the 
large cylinder, so that after filling one or two small 
cylinders from a large one there isn’t sufficient pres- 
sure left to fill a small cylinder more than part way, 
and frequent fillings and changes of cylinders are 
therefore necessary. Then again, considerable quan- 
tities of Oxygen are lost each time a cylinder is 
filled in the transfer apparatus itself. 

“(4) Unless you own all of your small cylinders 
legal complications are invited, the same as apply to 
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compressed gas manufacturers themselves who are 
not permitted to refill cylinders that they or their 
customers do not own, this for safety reasons and 
to fix responsibility. 


“(5) The process is not as simple as it sounds, as 
great care must be exercised in the cleaning and 
preparation of the cylinders, as hang-over gas and 
other residues cause trouble. Often anesthetic gas 
cylinders can very easily get mixed up with Oxygen, 
and the resultant mixture would be anything but 
sweet to take, not to speak of explosion possibilities. 


“(6) Again, repair parts for the valves must be 
kept and used correctly when necessary, a detail 
without which no Oxygen from any source would 
give satisfaction. Under Federal regulations com- 
pressed gas cylinders must be tested at specific in- 
tervals for safety purposes, and the cheapest Oxygen 
in the world, if safe to use, in an unsafe cylinder 
is a hazard no hospital should invite. 


“(7) In the case of a hospital transferring its own 
Oxygen into small cylinders, that are used with anes- 
thetic gases furnished by a gas manufacturer, should 
any anesthetic difficulty arise, the hospital would have 
an unnecessarily hard time in fixing responsibility, 
because in such a combination of gases, the hos- 
pital preparing one of them, would place the insti- 
tution in the position of proceeding against itself in 
the event of any difficulty. 


“(8) And were such a process safe, sound, or 
reasonable, which we claim it is not without rigid 
and expensive precautions, don’t overlook the fact 
that those interested in real economy should begin 
on the items that represent volume purchases in a 
hospital, not merely an incidental, as is the case with 
Oxygen, as pointed out above.” 

A careful study of gas explosions in hospitals in- 
variably portrays a break in the recognized technique 
for handling the cylinders, or in the transfer of gases 
from one container to the other. It would be much 
letter to purchase these gases in suitable size con- 
tainers and avoid the necessity of transfer. The in- 
crease in the cost of these smaller containers for such 
use would be but a small portion of any resultin: 
damage to property or injury to person due to ex- 
plosion. 

The increase-in your fire insurance premium alone, 
in a single year, would amount to more than the 
additional cost of the smaller cylinders which you 
might use for two or three years. This is but a small 
item in comparison with the hazards that the patients 
and the persons working in the operating or the 
anesthetic room are subjected to in following this 
practice. 
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IMPROVEMENTS 


The Castle SterOgage (trade mark) affords vis- 
ual evidence of temperature during the entire 
sterilization period. All Castle Autoclaves are 
SterOgage equipped. A SterOgage may be 
attached to your present unit. Castle informa- 
tion and engineering service is available in all 
principle cities of the United States and Canada. 


WILMOT CASTLE COMPANY 








“Gor Greater Convenience! 


1181 University Avenue Rochester, N. Y. 


50 YEARS OF QUALITY LEADERSHIP 


Barr’s InstRuMENT STAND 


A brand new design, especially helpful to urologist or 
proctologist. Three swinging brackets hold (1) a 
perforated tray-rack for instruments, (2) a white 
enameled tray, (3) a holder for Kleenex tissues. 


The brackets are adjustable in height. Chrome and 




















ORIGINATORS 
OF HOSPITAL 
SUPPLIES OF 
DISTINCTION 


HEADQUARTERS 
FOR APPROVED 
REQUISITES FOR 
THE HOSPITAL 











Exclusive Products of Merit 


CHROME TRAY SERVICE SETS 
“IDEAL” MEDICINE DISPENSER 
“AERVOID” VACUUM IRRIGATOR 
DAVIDSON OXYGEN “CABINTENT”’ 
“ROTO-LINE” PATIENTS INDICATORS 
“LUXOR” PROCESSED SILK SHEETING 
“READXAM” COMBINATION BED LAMP 
“PURITEE” CLINICAL THERMOMETERS 
“HOSPICO” REANNEALED LUER SYRINGES 
CHILDREN’S DECORATED ENAMELED SETS 
“CANTRUST” LUER HYPODERMIC NEEDLES 


Authorized Distributors for 


BARD PARKER PRODUCTS 
“MATEX” SURGEONS’ GLOVES 
“BOLTALITE” SERVING TRAYS 
STAINLESS STEEL FURNITURE 

MacEACHERN OBSTETRICAL BED 
MERCY AUTO-PAN FRACTURE BED 
“ASEPTICON” ENAMELED WARE 
“SPONGEGRIP” RUBBER SHEETING 
“SPONGEGRIP” PATIENTS’ SLIPPERS 
“VITAX” AND “EXAX” GLASSWARE 
Cc. R. BARD IMPORTED CATHETERS 
“SAFTIFLASK” DEXTROSE SOLUTIONS 
“STOPPERLESS” BOTTLES AND ICE-BAGS 
STAINLESS UTENSILS AND INSTRUMENTS 











Estimates Promptly Submitted—Send for our Catalog 


HOSPITAL IMPORT CORP. 


Hospital Supplies and Equipment 


72-74 MADISON AVE. 


NEW YORK CITY 


Southern Branch: 404% W. Trade St., Charlotte, N. C. 
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white finish. Price only $25.00. 


DEACONESS 
HOSPITAL 
IRRIGATION 
SIPHONAGE 
APPARATUS 


Lessens nausea, 
vomiting and dis- 
tention in post-op- 
erative cases. May 
be used for either 
introduction or 
withdrawal of 
liquids. 

Decompression 
of entire small in- 
testine is possible 
through siphon- 
age. 


Mounted on mo- 
bile stand with 
complete irriga- 
tion siphonage 
and control equip- 
ment. Write for 
complete descrip- 
tion. 


THE MAX WOCHER & SON CO. 
Designers of Surgical Equipment 
Makers of Surgical Apparatus 


CINCINNATI 























CLASSIFIED ADVERTISEMENTS 


RATES: 


number of 5 words. 


Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
All answers to keyed advertisements will be forwarded. Classified advertising copy 


must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 





POSITIONS WANTED 


POSITIONS OPEN—(Continued) 





HOSPITAL SUPERINTENDENT —Registered Nurse with 
excellent business and administrative experience wishes 
to make a change. In present position five years. Ad- 
dress AA, Hospitals. 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 


Mary E. Surbray, R. N., Director 
332 Bulkley Building, 
Cleveland, Ohio 


SU PERIN TEN DEN T—Layman. 2 years 
graduate Business Administration. 
perience. Available. 

SUPERINTENDENT—Graduate nurse. 
ton hospital. Age 37. H.S. Graduate; Business Adminis- 
tration, Boston University. Experience: 10 years 
Assistant Superintendent one hospital; 8 years Superin- 
tendent large New York hospital. Open for appointment. 

SUPERINTENDENT—Graduate nurse, High School grad- 
uate. Graduate mid-western hospital. Has executive 
ability, is good financier. 15 years’ experience; last posi- 
tion 10 years. Small hospital considered. 

BUSINESS MANAGER OR ASSISTANT SUPERINTEND- 
ENT—U wniversity degree Course, Business Administra- 
tion; experience in accounting and auditing. Age 43. 
Married. 12 years’ experience in hospital administration 
and welfare work. 

DIRECTRESS OF NU RSES—B. S. and M.A. Degree, Colum- 
bia University. 10 years’ experience in Schools of 
Nursing. 


college. Post- 
Sixteen years’ ex-— 


Graduate large Bos- 


GRADUATE NURSE X-RAY TECHNICIAN, New York, in 
charge of X-ray, ae General Duty, $110.00. 

GRADUATE NURSE X-RAY AND LABORATORY TECH- 
NICIAN, Connecticut, salary open. 

GRADUATE NURSE X-RAY TECHNICIAN STENOG- 
RAPHER, Connecticut, salary open. 

PEDIATRIC NURSES, en needed, New York City, $75 
and maintenance, N. Y. R. N.S. 

OBSTETRICAL ietiniiie macicad needed in 
New Jersey, Connecticut and Washington. 

GENERAL DUTY NURSES—Many openings, N. Y. R. N.’S, 
$65 and maintenance up. 


New York, 





AZNOE’S CENTRAL REGISTRY FOR NURSES 
30 North Michigan Avenue 
Chicago 
MEDICAL STENOGRAPHER—Between 30-35; 
Southwest Clinic. 


PEDIATRIC HEAD NURSE—200-bed Eastern hospital. 
ANESTHETIST—Well qualified. Excellent Wisconsin hos- 


pital. 
OPERATING ROOM SUPERVISOR—Protestant; 
hospital. 


very fine; 


mid-west 








AZNOE’S CENTRAL REGISTRY FOR NURSES 


30 North Michigan Avenue 
Chicago 


In the past thirty-nine years, we have placed thousands of 
candidates in positions as SUPERINTENDENTS, GRADU- 
ATE NURSRBS, DIETITIANS, LABORATORY-X-RAY 
TECHNICIANS, What we have done for others, we can do 
for you. Whether you are seeking a larger salary, more in- 
teresting work, new surroundings or a different climate, let 
us introduce you to the vacancy you are best fitted to fill. It 
makes no difference where you live. Our national scope puts 
us in touch with hundreds of hospitals and institutions. 

Write for our application form today. 





POSITIONS OPEN 





NEW YORK MEDICAL EXCHANGE (agency) 
Patricia Edgerly, Director 
489 Fifth Avenue 
New York City 


ASSISTANT SUPERINTENDENT. Male, New York City, 
interview necessary, $2,000 and maintenance, Christian, 
American. 

SUPERINTENDENT—(A) Private hospital, New York, $200 
and suite. (B) 5@-bed hospital, New England, no train- 
ing school, $2,100 and quarters. 

SUPERINTENDENT OF NURSES—(A) New York City, 400 
beds, no training school, $3,000 per year and maintenance. 
(B) New York, 125 beds, degree necessary, $150 and 
meena. (C) New England, 270 beds, degree nec- 

ssary, excellent salary. 

SC IENC E INSTRUCTORS—(A) New York registration, 165 
beds, college degree necessary, $120 and maintenance. 
(B) Mid-western hospitals, 250 beds, B.S. degree, Cath- 
olic, $100 and maintenance with increase after six 
months. (C) New Jersey, 70 beds, salary open. (D) New 
England, 200 beds, thirty-two college credits necessary, 
$112.50 and maintenance. 

PRACTICAL INSTRUCTORS—Several openings in New 
York, New Jersey, Pennsylvania and the New England 
states, $100 and maintenance up. 

PUBLIC HEALTH NURSE for middle-west, college degree 
necessary, $125 to start. 

ANAESTHETISTS—Several openings in New York and New 
Jersey, $100 up. 

OPERATING ROOM NURSES—(A) Several needed in New 

York, New Jersey, Connecticut and Florida, $70 and 
maintenance up. (B) Supervisor with college work, sal- 


ary open. 

FOREIGN APPOINTMENTS, SOUTH AMERICA, Obstet- 
rical, Operating Room Supervisors and Anaesthetists, 
$135 and maintenance. 


THE MEDICAL BUREAU 


M. Burneice Larson, Director 
Top Floor, Pittsfield Building 
Chicago, Illinois 


EXECUTIVES—(a) Superintendent; preferably someone 
willing to combine her duties with those of superintend- 
ent of nurses; small hospital; training school of 14 stu- 
dents; town of 10,000; midwest. (b) Director of nurses; 
capable and well qualified; large teaching hospital having 
postgraduate educational program. (c) Superintendent; 
qualified in x-ray and laboratory work as well as anaes- 
thesia; small hospital, splendidly equipped and beauti- 
fully located; midwest. (d) Director of nurses; 150-bed 
hospital; training school of 50 students; suburb of eastern 
city; $150, maintenance. (e) Assistant director of nurs- 
ing; college degree and some practical experience re- 
quired; university hospital. No. 200 


INSTRUCTORS—(a) Practical; small hospital; two years’ 
college training required; $110. maintenance. (b) Theo- 
retical; September ist appointment; school of 170 stu— 
dents; midwest; $125, maintenance. (c) School of 70 
students; B. S. degree with major in anatomy or biology 
required; southwest. (d) Nursing practice; school of 175 
students requiring minimum one year’s college training; 
university hospital; $135, full maintenance including room 
and private bath; 48-hour week; July 15th. No. 201 


SU (a) Night; capable disciplinarian between 
30-40 years of age required; must be thoroughly familiar 
with delivery and operating room technique. (b) For 
children’s ward of university hospital; duties include ad- 
ministration of ward and nursing service, assisting in in- 
struction of students and organization of ward teaching 
program; experience in pediatric nursing required; two 
years’ college training necessary; 9-hour day, 6-day week. 
(c) Floor; teaching experience desirable; preferably some- 
one with college training; excellent connection; San 
Francisco area. (d) Male medical ward; some teaching 
required; excellent living and working eonditions; New 
England. (e) Psychiatric wards; university hospital; will 
be responsible for classroom teaching of psychiatric nurs- 
ing; thorough knowledge of psychiatric nursing and 
executive experience required. (f) Operating room; post- 
graduate training and extensive experience required; 
$125-$135, maintenance; university hospital. (g) Surgical; 
preferably woman about 30, well trained, thoroughly ex- 
perienced and capable of teaching surgical technique; 
small hospital; Tennessee. No. 202 


STAFF NURSES—Experienced; for pediatric and obstetric 
departments of large eastern hospital; preferably nurses 
with postgraduate training in their specialties; New York 
registration required. No. 203 


MISCELLANEOUS—(a) Psychiatric secial worker; private 
clinic and hospital caring for nervous and mental dis- 
eases; excellent collection. (b) Public health nurse to su- 
pervise outpatient department: university hospital; aca- 
demic preparation required. (c) Historian; qualified to 
take dictation in operating room; teaching hospital. (d) 
Medical social worker; thoroughly experienced in family 
budgeting and hospital admissions; must be eligible for 
membership in American Association of Medical Social 
Workers; $125. No. 204 
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TRUE TO SIZE 


after repeated washings . . they’re SANFORIZED 
* 


INTERNES’ 
CLOTHING 


Sack coats, 

semi-military 

coats, -.in- 

ternes’ shirts, 

trousers and : 

gowns . . ee ote 

exceptionally ialwe ite 

well made on PE hia? ORDERLIES’ 

- give long at An UNIFORMS 

service. : i CW, 
Coats and 
trousers of 
durable, long- 
wearing 
woven 
striped duck, 
frock cloth. 


Populus single-brveed ack cons SEE H ow 
Write for catalog “H” and prices. 
C.D. Wittiams & Company | SOFT and VELVETY J 
246 Gest 1s Seat Paahadaaahtny Be MORE ABSORBENT 


NLY Kenwood Hospital Pads have this 
velvety soft, full bodied filler. And it is 
the filler that makes the pad. 


See for yourself how delightful to the touch this 
TT AL — DS, ING filler is — resilient, smooth. See how clean and 
white it is; how open, airy, light and free from 
lint — yet what surprising bulk and substance! 


That is Sanisorb — famous throughout the Amer- 
ican hospital field for its greater absorbency, its 
finer texture; famous also for the fact that after 
sterilization it is still soft, resilient, comfortable. 


Kenwood Pads are finer, look finer (hospital 
buyers seldom fail to remark about their fine 
appearance) yet they cost no more than others; 
in the long run will save you money. Try these 
exceptional pads — We'll gladly send samples. 
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Just one of the excellent surgical 


dressings made for hospitals by 


WILL ROSS 


NC OR POR AT E D 
weaains HOSPITAL SUPPLIES 
779-783 N. WATER ST., MILWAUKEE, WIS. 


EVERYTHING FOR THE HOSPITAL — EXCEPT FOOD AND DRUGS 
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Sexton Specification 
Earns Your — 
Approbation 


EXTON 

IS NOT 
HAND I- 
CAPPED with 
any canneries. = 
Therefore, we fe: Vuste in jou, Sespored 
etn ine. amnesia 
lect each vegetable where soil and 
climate join in producing the finest 
in appearance and flavor. All Sex- 
ton canned foods are packaged by 
responsible canners. Some of them 
have packed continuously for Sex- 
ton from their beginning. They know 
Sexton quality and, even more im- 
portant, they know the rigid stand- 
ards each product must meet to earn 
the Sexton emblem of acceptance— 
the Edelweiss label. No wonder 
busy buyers have come to depend 
upon the Sexton label to insure the 
high standard of food served on their 
tables. 


ogee OR 
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Point Barrow Hospital 


There was included in the Emergency Appropria- 
tion Bill for the Interior Department, recently sub- 
mitted to Congress, an appropriation of $30,000 to 
cover the operating expenses of a hospital at Point 
Barrow, Alaska. In the presentation of this meas- 
ure to Congress, it was stated that this hospital 
(located at the most northerly port of the entire 
country, and nearly 1,000 miles from any other 
community) has been operated and maintained by 
the Presbyterian Church for the benefit of about 
1,700 Eskimos who live in that surrounding coun- 
try. The building was built by the church at a 
cost of $50,000, and stands on solid ice which never 
melts. In the past year they report that they 
treated 2,847 patients. 

The physician in charge who is also a minister, 
and who has been ministering to their welfare in a 
religious as well as in a medical way, has become 
infirm and has had to retire. The Presbyterian 
Church stated that they were unable to bear the 
expense any longer, and offered to donate the prop- 
erty to the Federal Government, if the Federal 
Government would assume the cost of operation. 
The recommended appropriation provides for this 
and anticipates the improvement of the hospital and 
the securing of a competent physician and surgeon, 
and at least one nurse, for the care of these Eskimos, 
who otherwise would have a distance of 1,500 miles 
to go before another place for their care could be 
found. 

There was further recommended in the same ap- 
propriation measure an item of $313,100 for the 
operation of Freedman’s Hospital—a hospital for 
the colored, associated with the medical school of 
Howard University, Washington, D. C. 


para ee 
The Women’s College Hospital, Toronto, 
Completes Its New Building 


The new ten-story unit of the Women’s Col- 
lege Hospital, Toronto, Ontario, Canada, the only: 
women’s hospital in Canada that is managed and 
staffed entirely by women, opened for inspection 
on January 22. The building of beautiful archi- 
tectural design, is faced with a buff gray brick 
and trimmed with Indiana limestone; it will accom- 
modate 140 beds, with a possible future development 
up to 350; it is a self-contained unit housing all of 
the essential services, a large out-patient department, 
and a nurses’ residence. 

The Women’s College Hospital was opened in 
1910 and was organized, through the efforts of local 
women physicians, to provide accommodations for 
their patients. The Hospital rapidly established the 
value of its service to its city, and in ten years after 
its opening it found that its buildings were crowded 
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to capacity, and it enjoyed a large and continuous 
waiting list of patients. Its Board of Governors 
decided to build a new and modern structure, and 
in 1926 selected a site at the corner of Grosvenor 
Street and Surrey Place. Construction was started 
in 1933. It is a splendid example in modern con- 
struction, equipment, design, and service. 

This fine hospital is a lasting tribute to the inter- 
est of the women of Toronto, under the leadership 
of Mrs. A. M. Huestis, President of the Board of 
Governors, to the women physicians of Toronto and 
Ontario, and to the superintendent of the hospital, 
Miss Harriet Meiklejohn, R.R.C., who has been the 
administrative officer of this institution since 1927. 


The Manual of the Essentials of Good 
Hospital Nursing Service 

Member institutions will receive within the next 
day or two the Manual of the Essentials of Good 
Hospital Nursing Service. This Manual is an ex- 
haustive study made by the Division of Nursing of 
the Council of the American Hospital Association, 
working with a committee of the National League 
of Nursing Education. 

The Manual suggests reasonable standards of hos- 
pital nursing service for the guidance of those who 
seek them. It will be found helpful as a guide in 


organizing a nursing service in any hospital, although 
if the hospital has a school many other factors which 
have not been mentioned will have to be taken into 
consideration. 

It outlines in detail the organization of a hospital 
nursing service, gives a classical description of the 
nursing service personnel required, and states in de- 
tail the qualifications and employment of personnel. 

In other chapters it treats the supervision of the 
nursing personnel, the education of a staff, the hours 
of work, the health of the nursing personnel, and the 
housing. It has a special chapter upon salaries. 


The Association commends the Manual to its meni: 
ber institutions for close study and thought. 


Volunteers at the Rhode Island Hospital 


Volunteers are always interpretative to definite 
community groups, and any department is richer 
when volunteers are having a part in the department 
program. We are grateful to the Junior League and 
the Volunteer Service Club for the volunteers who 
have come to us this year through those organiza- 
tions. We have been assisted by twenty-six volun- 
teers; a few gave full time over a period of several 
months ; others gave twelve to fifteen hours a week. 
But they have all been helpful and we appreciate their 
contribution. Rhode Island Hospital. 


HANDS SURGICALLY CLEAN AND 
SURGICALLY SURE 


“Bands of a 
well known 
surgeon 
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VESTAL CHEMICAL LABORATORIES 


It isn't enough that SEPTISOL should be 
the outstanding scrub-up soap for abso- 
lute surgical cleanliness . . . that its 
consistent use by surgeons is a reliable 
safeguard against septic developments 
from their hands. 


SEPTISOL does even more than that... 
as it cleans it conditions the hands. Its 
smooth, creamy lather cleanses deeply, 
its pure vegetable oil base penetrates 
into the skin, gently softens the epidermis 
and leaves the hands refreshed, enliv- 
ened and alert for the work ahead. 


Surgeons appreciate this aid to their 
technique, the extra value of SEPTISOL 
which makes their hands surgically sure 
as well as surgically clean. 








4963 Manchester Ave., St. Louis, Mo. 
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COTTON BALLS 
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UR COTTON BALLS are made by ma- 
chine, of the grade of cotton best 
suited for the purpose. The snow-white, 
long-fibre cotton is very evident. It ab- 
sorbs fluids readily and with great capac- 
ity. More economical than hand-made 
balls. Used exclusively by many large in- 
stitutions. J & J Cotton Balls are uniform 
in size and weight. Large size is popular 
for O B work; for use in hypodermic and 
subcutaneous injection, and for general 
skin cleansing; medium size for tonsil 
sponges, catheter trays, breast and nipple 
cleansing, and many other uses. 


DO YOU KNOW the many J & J products which 
save time and cut costs? Send for our free illus- 
trated Hospital Service Book and Catalog. 
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National Hospital Day—May 12 


Ons DAY each year, May 12, the hospitals on this continent, 
as well as in foreign countries, strengthen the ties of service, 
confidence, and friendly interest that bind them to their com- 
munities through the observance of National Hospital Day. In 
every city, hamlet, and community the public will be invited 
to come to their hospitals not as patients or visitors, but as their 
guests. 


While one out of eighteen of our people is admitted to our 
hospitals each year to be restored to health, and one out of five 
comes as a visitor to see sick friends, more than one-half of our 
population, many of whom help support our institutions, never 
cross the thresholds. The people who have helped to build the 
hospitals and continue their aid in supporting them, own 4,600 
hospitals in the United States and Canada. The remaining 2,400 
are owned by the Federal and Dominion governments, by 
provinces, states, counties, and municipalities. 


Those who support the voluntary hospitals have given of 
their funds more than One Billion Dollars to construct and 
endow them. They also help mightily by providing One-Half 
Billion Dollars each year which it costs to operate these hos- 
pitals. On National Hospital Day all friends are invited to come 
to the hospitals to see how well and to what extent their giving 
has helped humanity in its period of individual misfortune and 
distress. 


National Hospital Day is educational in its major purpose. 
Properly observed it brings to the people of our communities a 
better knowledge of hospitals than they have ever had. It gives 
to them a newer insight and a better appreciation of one of 
civilization’s finest humane efforts—the art of caring for the sick 
and restoring them to health. 


Our hospitals, on National Hospital Day, bring to all their 
people the finest conception of the diagnoses, treatment, and care 
given the crippled children, the newborn, the expectant mother, 
and all the unfortunate of the world who seek the comfort and 
care of our hospitals when illness enters their homes. 


Since National Hospital Day was first observed, there has 
been an increasing growth in interest, sympathy, support, and 
often affection of our communities for their hospitals. They have 
come to know them better; they have grown in the realization of 
the limitless service which our hospitals are doing to promote, 
conserve, and restore health. On that day they come to us as our 
guests and they leave our hospitals as earnest, active, and sym- 
pathetic supporters who will work with and for us and in so 
doing widen our fields of useful endeavor for the sick and injured. 


The Committee on National Hospital Day asks that every 
hospital in the United States and Canada join with them in bring- 
ing ten million guests into our hospitals on May 12, just twelve 
guests for every patient who will be in our hospitals on that day, 
each of whom will be heartened, cheered, and helped back to 
health through the kindly interest which these visitors will 
bestow. 
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SALIENT FEATURES OF THE 


COMPLETELY OIL IMMERSED —Entirevhigh voltage system; including 
the Coolidge tube, séaled in. a single’.grounded container: operation 
therefore unaffected by climatic conditions:or altitude. 


TWICE AS EFFICIENT as half-wavé equipment in “r’ output per ma. due 


to the highly efficient circuit and a newly designed Coolidge tube. 


COMPACT —SELF-CONTAINED—A complete x-ray plant in itself, requir- 
ing only one small room, and operated from a control. panel on outside 
wall. Minimum expense for lead lining of room. 

SHOCE PROOF, due to coiiiplete oil immersion. Eliminates the usual 
x-ray transformer room. 


FLEXIBLE — Readily applied to every type of treatment by simply angu- 
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G-E MAXIMAR. THERAPY UNIT 


lating the tube head and raising and lowering the special table. 
patient either prone or sitting. 


SIMPLE TO OPERATE—The few controls required with this unit pre 
the possibility of confusion on the part of the operator. 


RELIABLE, because of its consistent operation and consistent output | i 
both quantity and quality of x-ray energy. 

EASILY INSTALLED in a few hours and ready for actual use. 

SMALL INVESTMENT REQUIRED —The cost is so much lower than 


other therapy equipment that it_comes within the immediate means of 
practically every x-ray laboratory. I 
‘a 
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§& GENERAL ELECTRIC X-RAY CORPORATION 
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